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for every phase cough... 
comprehensive relief 


AMBENYL EXPECTORANT 


AMBENYL EXPECTORANT Quickly comforts the 
coughing patient because it is formulated to 
relieve all phases of cough due to upper 
respiratory infections or allergies. Combining 
Ambodry!i*—potent antihistaminic; Benadry|* — 
the time-tested antihistaminic-antispasmodic; 
and three well-recognized antitussive agents, 
AMBENYL EXPECTORANT: 

- soothes irritation » quiets the cough reflex 
« decongests nasal mucosa « facilitates expec- 
toration « decreases bronchial spasm - and 
tastes good, too. 


Each fluidounce of AMBENYL EXPECTORANT * Contains: 


Ambodryl® hydrochloride ............ 24 mg. 
(bromodiphenhydramine hydrochloride, Parke-Davis) 
Benadry!® hydrochloride ............. 56 mg. 
(diphenhydramine hydrochloride, Parke-Davis) 
Dihydrocodeinone bitartrate ........... Ve gr. 
Ammonium chloride. 8 gr. 
Potassium guaiacolsulfonate ........... 8 gr. 


Supplied: Bottles of 16 ounces and 1 gallon. 


Dosage: Every three or four hours—adults, 1 to 2 tea- 
spoonfuls; children 42 to 1 teaspoonful. 27160 


+ Exempt narcotic 


PARKE, DAVIS & COMPANY 
PARKE -DAVIS 


Detroit 32, Michigan 
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CLINICAL REMISSION 
A“PROBLEM” ARTHRITIC 


In rheumatoid arthritis with diabetes mellitus. A 54-year-old diabetic 
with a four-year history of arthritis was started on Decanron, 0.75 mg./ 
day, to control severe symptoms. After a year of therapy with 0.5 to 
1.5 mg. daily doses of Decanron, she has had no side effects and dia- 
betes has not been exacerbated. She is in clinical remission.” 


New convenient b.i.d. alternate dosage schedule: the degree and extent of relief provided by 
DECADRON allows for b.i.d. maintenance dosage in many patients with so-called “chronic” condi 
tiens. Acute manifestations should first be brought under contro! with a t.i.d. or q.i.d. schedule. 


Supplied: As 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets in bottles of 100. Also available 
as Injection DECADRON Phosphate. Additional information on DECADRON is available to physicians 
on request. DECADRON is a trademark of Merck & Co., inc 


*From a clinical investigator's report to Merck Sharp & Dohme. 


TREATS MORE PATIENTS MORE EFFECTIVELY 


Oo) MERCK SHARP & DOHME - Division of Merck & Co., Inc., West Point, Pa. 
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IRE any your complete insurance needs... 
THERE 1S A SAINT PAUL AGENT IN YOUR 


NEW UNEXCELLED TASTE 


SYRUP OF CHLORAL HYDRATE 


NEW RALDRATE NOW SOLVES THE PROBLEM 
OF TASTE RESISTANCE TO CHLORAL-HYDRATE 


10 Grains (U.S.P. Dose) of palatable lime flavored 


chloral-hydrate syrup in each teaspoonful 


PAPID SEDATION WITHOUT HANGOVER 


JONES and VAUGHAN, Inc. ricumonn 2¢. va. 


for chronic bronchitis 


Tne 


effective control of pathogens...with an unsurpassed record of safety and tolerance 


New!—A Manual and Atlas for the General Surgeon 
Marble —The Hand 


This unusual book is aimed at the needs of the gen- 
eral practitioner, general surgeon and industrial 
physician—the men whe see hand injuries first. Full 
page plates and explicit text give you quick instruc- 
tions on treating every type of hand injury you are 
likely to see— from lacerations and puncture wounds 
to fractures and crushing injuries. 

Extensive coverage is given to closed injuries of the 


hand and their management: contusions, swellings, 


avulsion of tendons, burns, sprains, frostbite, frac- 
tures and dislocations. Open injuries are then con- 
sidered. Beautiful drawings illustrate methods of 
tendon advancement; repair of lacerated nerve; skin- 
graft; repair of traumatic amputation of finger; etc. 
Separate chapters cover: splinting; infections; and 
tumors of the hand. 

By HENRY C. MARBLE. MD., P.ACS., Consulting Surgeon to the 


Massachusetts General Hospital. 207 pages, 612"x9%4 illustrated. 
$7.00 Ready January! 


New!—Solid Information on Every Phase of Modern Hypnotic Practice 
Meares —A System of Medical Hypnosis 


Here is sound advice en how to apply hypnosis safely 
and effectively in your everyday practice. Dr. Meares 
gives step-by-step instructions for each method of 
induction: by direct stare; by suggestions for relax- 
ation; by arm levitation; etc. He gives practical help 
on choosing the right method of induction for a par- 
ticular case. 

You'll find suggestions for clinical use of hypnosis in 
relief of pain and insomnia; as an aid to diagnosis; 


and as an anesthetic agent. The value of hypnosis in 
obstetrics and delivery is clearly discussed—with 
methods, problems and complications pointed up in 
rich detail. There are useful hints on applying hyp- 
nosis in the treatment of various gynecologic dis- 
orders, chronic illness, psychogenetic obesity, and 
alcoholism. 


By AINSLIE MEARES, M.D... D.M-P 


Melbourne, Australia. Presi- 
dent, International Sox 


ety for Clinical and Experimental Hypnosis. 
484 pages, 6°x914". About $10.00 New—Just Ready! 


New !—Sound Advice on Meeting Hundreds of Surgical Hazards 
Artz & Hardy—Complications in Surgery & Their Management 


With the aid of 69 authorities, the editors have com- 
piled a complete text on the pitfalls of surgery — 
from preoperative preparation through post-opera- 
tive convalescence. The authors cover general com- 


plications that may occur in almost any type of 
surgery, such as infections, wound dehiscence, shock, 
transfusion reactions, etc. Next, the management of 
special problems of severe pain, anesthetic compli- 
cations, nutritional problems and emotional crises is 


clearly described. More than half of the book is de- 


voted to the specific complications that arise in par- 
ticular surgical operations. 
Comprehensive chapters detail complications of: 
antibiotic therapy—radiation therapy— pulmonary 
resection—splenectomy—ap pendectomy— pediatric 
surgery—hernia repair—surgery of the breast— 
common fractures — burns —etc. 
by CURTIS P. ARTZ, M._D., F.A.C.S., Associate Professor of 
and JAMES D. HARDY, M_D., F.A.C_S., Professor and Chair- 
e Department of Surgery, University of Mississippi. With 


tions by 69 other Authorities. 1075 pages, 7”x10”, with 
illustrations. $23.00. New! 


Order Today from W. B. SAUNDERS COMPANY 


West Washington Square 


Please send and charge my account: 


Philadelphia 5 


C) Marble—The Hand: A Manual & Atlas for the General Surgeon, $7.00. (Send when ready) 
[} Meares—A System of Medical Hypnosis, about $10.00. 


Artz & Hardy—Complications in Surgery & Their Management, $23.00. 
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Bone section: erosion 
and purulent exudate 


Therapeutic 
confidence 


Panalba is effective against 
more than 30 commonly 
encountered pathogens 
including ubiquitous 
staphylococci. Right from 
the start, prescribing it gives 
you a high degree of 
assurance of obtaining the 


desired anti-infective action 
in this as in a wide variety 
of bacterial diseases. 


Supplied: Capsules, each 
containing Panmycin® 
Phosphate (tetracycline 
phosphate complex), 
equivalent to 250 mg. 
tetracycline hydrochloride, 
and 125 mg. Albamycin,* 
as novobiocin sodium, in 
bottles of 16 and 100. 


"Trademark, Reg. U. S. Pat. Off. 


The Upjonn Compeny 
Kalamazoo, Michigan 


| Upjohn | 


your broad-spectrum 
antibiotic of first resort 
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to prevent 
and clear up 


ras 


CONTAINS. 
Norwegian 
Cod Liver Oi 
Zinc Oxide 
Taicum 
Petrolatum 
Lanolin 


Manufactured by 


DESITIN CHEMICAL CE 


Providence, 


OINTMENT 


physically Desitin Ointment assures constant protection against the irrita- 
tion of urine and excrement. 


bacteriostatically it markedly inhibits ammonia-producing bacteria. 


therapeutically Desitin Ointment soothes, lubricates —and stimulates 


healing by means of high grade cod liver oil, rich in 
vitamins A and D and unsaturated fatty acids. 
samples and literature available from... 


DESITIN CHEMICAL COMPANY © 812 Branch Avenue, Providence 4, R. |. 
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whenever aspirin 
proves inadequat 


Even in the more transient rheumatic 
disorders, an anti-inflammatory effect 
more potent than that provided by ete att 
is often desirable to hasten recovery 
and get the patient back to work. 

By combining the anti-inflammatory 
action of prednisone and phenylbutazone, | 
Sterazolidin brings about exceptionally 
rapid resolution of inflammation with relief — 
of symptoms and restoration of function. 
Since Sterazolidin is effective in |\ow 
dosage, the possibility of significant 
hypercortisonism, even in long-term 
therapy, is substantially reduced. 


Availabitity: Each Sterazolidin® ital dni 
1.25 mgy Be starolidin®, brand of 50 mgs 
Gried aluminum hydroxide gel 100 mg; magnesium 
trisilicate 150 mg.; and homatropine methy!bromide 1.25 mg. 
Botties of 100 capsyles. 


Geigy. Ardsley, New York 
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WHEN 

THE PATIENT 
WITHOUT 
ORGANIC DISEASE 
COMPLAINS OF 


CONSIDER 


NEOCHOLAN® 


Your patient will often respond promptly to Neocholan therapy. It greatly increases the flow of 
thin, nonviscid bile and corrects biliary stasis by flushing the biliary system. It also relaxes intesti- 
nal spasm, resulting in an unimpeded flow of bile and pancreatic juice into the small intestine. 
Neocholan helps to promote proper digestion and absorption of nutrients. It also encourages 
normal peristalsis by restoring intestinal tone. = 


Each tablet provides: Dehydrocholic Acid Compound, | wil PITMAN-MOORE COMPANY 


P-M Co. 265 mg. (Dehydrocholic Acid, 250 mg.) 

RATOR 
Homatropine methylbromide 1.2 mg.; Phenobarbital DIVISION OF ALLIED LABORATORIES, INC 
8.0 mg. Supplied in bottles of 100 tablets. INDIANAPOLIS, INDIANA 


Vircinta Mepican MontHry 
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CHLOROMYCETIN 


chloramphenicol, Parke-Davis 


IN VITRO SENSITIVITY OF COAGULASE-POSITIVE STAPHYLOCOCCI TO CHLOROMYCETIN FROM 1955 TO 1959* 


These sensitivity tests were done by the disc method on 310 strains of coagulase-positive staphylococci. Strains were isolated from 
patients seen in the emergency room. It should be noted that among inpatients, resistant strains were considerably more prevalent. 


*Adapted from Bauer, A. W.; Perry, D. M., & Kirby, W. M. M.: J.A.M.A. 173:475, 1960. 10380 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in various forms, including Kapseals® of 
250 mg., in bottles of 16 and 100. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been associated 


with its administration, it should not be used indiscriminately or for minor 
PARKE-DAVIS infections. Furthermore, as with certain other drugs, adequate blood studies 
Panne avis & Company a2 Should be made when the patient requires prolonged or intermittent therapy. 
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when 
sulfa 
is your 
plan of 
therapy... 


= 
pharmacologically and Clinically the outstanding 


Rapid peak attainment — for early control — 
KYNEX® Sulfamethoxypyridazine reaches peak 
plasma levels in 1 to 2 hours'’ . . . or approximately 
one-half the time of other once-a-day sulfas.* Unrin- 
terrupted control is then sustained over 24 hours with 
the single daily dose . . . through slow excretion with- 
out renal alteration. 


High free levels — for dependable control — 
More efficient absorption delivers a higher percentage 
of sulfamethoxypyridazine — averaging 20 per cent 
greater at respective peaks than glucuronide-conver- 
sion sulfas.* Of the total circulating levels, 95 per cent 
remains in the fully active, unconjugated form even 
after 24 hours.* 


Extremely low toxicity‘ ... only 2.7 per cent 
incidence in recommended dosage — Typical of 
KY NEX relative safety, toxicity studies’® in 223 
patients showed TOTAL side effects (both subjective 
and objective) in only six cases, all temporary and 
rapidly reversed. Another evaluation‘ in 110 patients 
confirmed the near-absence of reactions when given 
at the recommended dosage. High solubility of both 
free and conjugated product® obviates renal compli- 
cations. No crystalluria has been reported. 


Successful against these organisms: strepto- 
cocci, staphylococci, E. coli, A. aerogenes, paracolon 
bacillus, Gram-negative rods, pneumococci, diphthe- 
roids, Gram-positive cocci and others. 


1. Boger, W. P.; Strickland, C. S., and Gylfe, J. M.: Antibiotic Med. & Clin. Ther. 3:378, (Nov.) 1956. 2. Boger, W. P.: Antibiotics Annual 


1958-1959, New York, Medical Encyclopedia, inc., 1959, p. 48. 3. Sheth, U, K.; Kulkarni, B. S., and Kamath, P. G.: Antibiotic Med. & Clin. 
Ther. 5:604 (Oct.) 1958. 4. Vinnicombe, J.: Ibid. 5:474 (July) 1958. 5. Anderson, P. C., and Wissinger, H. A.: U. S. Armed Forces M. J. 10:1051 


— 
a (Sept.) 1959. 6. Roepke, R. R.; Maren, T. H., and Mayer, E.: Ann. New York Acad. Sc. 60:457 (Oct.) 1957 ‘ t 
‘ 
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once-a-day sulfa... 


NOTE: Investigators note a tendency of some patients to 
misinterpret dosage instructions and take KYNEX on the 
familiar q.i.d. schedule. Since one KYNEX tablet is equiva- 
lent to eight to twelve tablets of other sulfas, even mod- 
erate overdosage may produce side effects. Thus, the 
single dose schedule must be stressed to the patient. 


KYNEX Tablets, 0.5 Gm., bottles of 24 and 100. Dosage 
Adults, 0.5 Gm. (1 tablet) daily, following an initial first 
day dose of 1 Gm. (2 tablets) 


KYNEX Acety! Pediatric Suspension, cherry-flavored, 250 
mg. sulfamethoxypyridazine activity per teaspoonful (5 cc.) 
Bottles of 4 and 16 fi. oz. Recommended Dosage: Children 
under 80 Ibs.: 1 teaspoonful (250 mg.) for each 20 Ib. body 
weight, the first day, and teaspoonful per 20 Ib. per day NEW—for acute G.U. infection AZO0-KYNEX® Phenylazodiaminopyridine HC! — Sulfa- 
thereafter. For children 80 Ibs. and over: 4 teaspoonfuls © methoxypyridazine Tablets, contains 125 mg. KYNEX in the shell with 150 mg. 


(1.0 Gm.) initially and 2 teaspoonfuls daily thereafter. Give  phenylazodiaminopyridine HCI in the core. Dosage: 2 tablets q.i.d. the first day; 
immediately after a meal 1 tablet q.i.d. thereafter 


Sulfamethoxypyridazine Lederle 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York @@Qaap 


| AYNGA is your 
drug of 
) choice | 
| 


Doctor... 


*What would paying a bill like this 
do to your personal finances? 


*And what about additional bills for your 
continuing Office Expenses — if YOU 
had been the patient ? 


—AS A PRACTICING PHYSICIAN... 7 


. . . knowing that today's hospital confinements mean 
BIG bills, you should be the first to own “catastrophic” 
hospital-nurse insurance for yourself and your family's 
assured protection. 


PLAN 1 
Major Hospital-Nurse Expense 


PAYS 100% of Hospital Room & Board Charges and 
Hospital Miscellaneous Expense PLUS 75% of in- 
hospital Nurse Fees — after the selected Deductible 
Amount has been applied — up to a $10,000 overall 
Limit of Payment for expenses incurred within 3 years 
of any one accident or sickness. Applies to each 
insured Member, Spouse or Dependent Child. 


You have a choice of 3 deductible amounts, assuring 
the ‘right’ protection at the ‘right’ cost for YOU! 

And, unlike most similar plans, premiums do NOT 
increase as you become older. 


—AS A PRACTICAL BUSINESSMAN ... 


. . knowing that today it costs BIG money to operate 
your office — even when you are sick or injured and 
can't be ‘on duty’ — it’s only good business to obtain 
Overhead Expense protection. 


PLAN 2 
Professional Overhead Expense 


PAYS covered Office Expenses — Rent, Employees’ 
Salaries, Heat, etc. — when you are continuously 
disabled by injury or sickness for 14 days or more. 
Payments are made directly to you, and can continue 
for as long as | year if you are totally disabled that 
length of time. 


You select only the protection you need — from $200 
up to $1,000 a month — based on actual operating 
expenses. And initial low cost eventually is even 
lower because premiums are tax-deductible! 


| APPROVED BY THE MEDICAL 


SOCIETY OF VIRGINIA | 


Medical Arts Building 


UNDERWRITTEN BY AMERICAN CASUALTY CO. 


DAVID A. DYER, Administrator 


READING, PA. 


Roanoke, Virginia 


enrollment application. 


HAVE YOUR NURSE PHONE US COLLECT — DIAMOND 4-5000 — for complete details about this much-needed pro- 
tection for which hundreds of Virginia doctors have already enrolled. 
There is no obligation and no solicitor will call. MAY WE HEAR FROM YOU TODAY? 


We will gladly supply additional information or an 
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Coat styles change—whether it's a blazer or a B-complex vita- 
min. Not long ago, for instance, “Vitamins by Abbott" were 
dressed up with a new-style coating—Fi/mtab®. 


The most obvious result was a marked reduction in tablet size— 
up to 30% in some products. The tablets themselves were bril- 
liant in a variety of rainbow colors. They wouldn't chip or stick 
together in the bottie. All vitamin tastes and odors—gone. 


Such were the aesthetic gains. Behind these, a significant 
pharmaceutical advance: with Filmtab, deterioration is slowed 


Note the two tablets on the shelf 


the same formula, but Filmtab-coated—potenty wul old-style bulk is cut 30%. 


coated Dayalets-M®. Right 


ON COATS: 


STYLES CHANGE IN VITAMINS, TOO 


to an irreducible minimum, because the coating process is 
essentially a water-free procedure. 


Finally—most important—Filmtab guarantees that the content 


of each tablet matches the formula printed on the label. Whilé 
the person taking the vitamins may not worry much about rigid 
stability, Abbott does. Assures it, through Filmtab 

In short, Filmtab’s a name that stands for quality, stability, 


potency. The very best in vitamin coatings. Filmtab doesn't add 


a penny to the cost. And it's a name found only on 


VITAMINS by ABBOTT 


Oreco, 


0090334 
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NEWEST 
NUTRITIONAL 
PRODUCT 
FROM ABBOTT 


To meet special nutritional needs of growing teenagers... 


@ RICH IN IRON, CALCIUM, VITAMINS—IMPORTANT FACTORS 
FOR THE GROWTH YEARS 


@ FILMTAB-COATED TO CUT SIZE AND ASSURE FULL POTENCY 
@® HANDSOME TABLE BOTTLES AT NO EXTRA COST (100-SIZE) 
@ ALS9 SUPPLIED IN BOTTLES OF 250 AND 1000. 


NOW, DAYTEENS JOINS THE COMPLETE LINE 
OF QUALITY VITAMINS BY ABBOTT: 


DAYALETS® 

Table botties of 100 
Bottles of 50 and 250 


SUR-BEX® with C 
Table bottie of 60 
Bottles of 100, 
500 and 1000 


Therapeutic formuta of 
the essential B-complex 
plus C, for convalescence, 
Stress, post-surgery, etc. 


OPTILETS® 
OPTILETS-m® 
Table bottles of 
30 and 100 
DAYALETS-m® Bottles of 1000 
Apothecary botties 
of 100 and 250 


Extra-potent maintenance 
formulas —ideal for the 
“nutritionally run-down” 


Therapeutic formulas 
for more severe de- 
ficiencies — illness, 
infection, etc. 


DAYTEENS 


TRADE 


EACH DAYTEENS FILMTAB® REPRESENTS 


Vitamin A {5000 units) 1.5 ma 
Vitamin D (1000 units) 25 mcg 
Thiamine Mononitrate (B:) oma 
Riboflavin (Be) 
e Hydrochloride 
2 (as cobalamin concentrate) 

Caicium Pantothenate 
Ascorbic Acid (C) 
Iron (as sulfate) 
Copper (as sulfate) 
lodine (as calcium iodate) 
Manganese (as suifate) 
Magnesium (as oxide) 
Caicium (as phosphate) 
Phosphorus (as calcium phosphate) 


VITAMINS by ABBOTT 


assorT 
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What’s she doing that’s of medical interest? 


She's drinking a glass of pure Florida 
orange juice. And that’s important to 
her physician for several reasons. 

How your patients obtain their vita- 
mins or any of the other nutrients found 
in citrus fruits is of great medical inter- 
est —considering the fact there are so 
many wrong ways of doing it, so many 
substitutes and imitations for the real 
thing. 

Actually, there’s no better way for 
this young lady to obtain her vitamin C 
than by doing just what she is doing, 


for there’s no better source than oranges 
and grapefruit ripened in the Florida 
sunshine. There’s no substitute for the 
result of nature’s own mysterious chem- 
istry, flourishing in the warmth of this 
luxurious peninsula, 

An obvious truth, you might say, but 
not so obvious to the parents of many 
teen-agers. 

We know that a tall glass of orange 
juice is just about the best thing they 
can reach for when they raid the refrig- 
erator. We also know that if you en- 


courage this refreshing and healthful 
habit among your young patients — and 
for that matter, your patients of any age 
— you'll be helping them to the finest 
between-meals drink there is. 

Nothing has ever matched the quality 
of Florida citrus—watched over as it 
is by a State Commission that enforces 
the world’s highest standards for quality 
in fresh, frozen, canned or cartoned 
citrus fruits and juices. 

That’s why the young lady’s activities 
are of medical interest. 


© Florida Citrus Commission, Lakeland, Florida 
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“oral therapy choice” 


management diabetes... 


from the mild stable adult 


the severe labile juvenile 
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results of 104 “problem” diabetics 
treated with... 


fair to excellent control in 91 of 104 diabetics (88%) 


... achieved with DBI use alone or combined with exogenous insulin. 


“more useful and certainly more serene lives”... 
In many diabetics ‘‘phenformin (DBI) has been responsible for adjusting 

life situations so that patients whose livelihood was threatened, whose 

peace of mind was disturbed because of lability of their diseases, have been 
restored to more useful and certainly more serene lives.” 


“no evidence of toxicity” due to DB! was found in this series. 


a relatively low incidence of gastrointestinal 
reactions was observed, serious enough to warrant 
discontinuance of the drug in only 5 of the 104 patients. 


Rely on DBI, alone or with insulin, to enable a maximum number of 
diabetics to enjoy continued convenience and comfort of oral therapy 
in the satisfactory regulation of... 

stable adult diabetes 

sulfonylurea failures 

unstable (brittle) diabetes 


DBI (brand of Phenformin HCI-N*.A-phenethy!biguanide HC!) 
is available as 25 mg. white, scored tablets, botties of 100 and 1000. 


Detailed literature, diabetes diet sheets and explanatory brochure 
for patients, and professional! samples from .. . 


u. s. vitamin a pharmaceutical corporation 
Arlington-Funk Laboratories, division ¢ 250 East 43rd Street, New York 17, N.Y. 


1. Barclay, P. L.: J.A.M.A. 174:474, Oct. 1, 1960. 
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MODEL 100M MOBILE VISO-CARDIETTE 


HIS IS THE NEWEST Sanborn electro- 

cardiograph —- complete with all acces- 
sories in a fully mobile, easy-to-roll cabinet 
version. A single Model 100M ‘Mobile 
Viso”’ can easily serve several locations 
within a clinic or hospital, and perfectly 
answers the need for instrument storage 
away from the point of use. The highly de- 
veloped design of this modern instrument 
also provides fully diagnostic cardiograms 
at either of two chart speeds (25 and 50 mm/ 
sec), sensitivity settings of '%, 1 or 2 times 
normal, fully automatic stylus stabilization 
during lead switching, pushbutton ground- 
ing, jacks for recording and monitoring non- 


MEDICAL 


SAN BORN™N 


$895 delivered, 
Continental U S.A. 


ECG inputs in conjunction with other equip- 
ment. The cabinet is available in either 
handsome mahogany or exceptionally dura- 
ble, stain-resistant plastic laminate. 

The same basic instrument — with identi- 
cal circuitry is also manufactured as a 
desk-lop instrument, designated Model 100 
Viso-Cardiette. A third choice in Sanborn 
ECG'S is also offered, for the physician 
whose practice demands marimum porta- 
bility: the 18-pound “‘briefcase”’ size Model 
300 Visette. All are proven Sanborn electro- 
cardiographs, reflecting more than four 
decades of experience in the manufacture 
of medical instrumentation. 


DIVISION 


175 WYMAN ST., WALTHAM 54, MASS. 


Bernespa Branch Office 8118 Woodmont Ave. 
Oliver 6-5170 and 6-5171 
RicuMmonp Resident Representative 301 E. Franklin St., Milton 9-1108 


VIRGINIA MEDICAL MONTHLY 


4 ; 
: 
24 
id 


“Well, I'll send the culture 
to the lab, and we should 
hear from Bacteriology ina 
day or two. Now, how 

shall we treat her cystitis 
while we're waiting?” 


“The chief usually orders azotrex. The azo dye 

is an excellent urinary analgesic and the 

sulfamethizole and tetracycline are likely to take care 

of most of the bugs you find in the urinary tract. 

If necessary, you can switch to something else after you get 
the lab findings. But it probably won't be necessary.” 


BRISTOL LABORATORIES 
BRISTOL Div. of Bristal-Myers Co. 
"SYRACUSE, NEW YORK 


; 


Photos used with patient's permission. 


How new Dianabol rebuilt muscle tissue 
in this underweight, debilitated patient 


Patient was weak and emaciated before 
Dianabol. R. C., age 51, weighed 160 
pounds following surgery to close a perfo- 
rated duodenal ulcer. His convalescence was 
slow and stormy, complicated by pneumonia 
of both lower lobes. Weak and washed out, 
he was considered a poor risk for further 
necessary surgery (cholecystectomy). 
Because a conventional low-fat diet and 
multiple-vitamin therapy failed to build up 
R. C. sufficiently, his physician prescribed 
Dianabol 5 mg. b.i.d. 


Patient regains strength on Dianabol. In just 
two weeks R. C.’s appetite increased sub- 
stantially; he had gained 9% pounds of 
lean weight. His muscle tone was improved, 
he felt much stronger. After 4 weeks, he 
weighed 176 pounds. Biceps measurement 
increased from 10” to 11%”. For the first 
time since onset of postoperative pneu- 
monia, his chest was clear. Mr. C.’s physi- 
cian reports: “He tolerated cholecystec- 
tomy very well and one week postop felt 
better than he has in the past 2 years.” 
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Dianabol: new, low-cost 
anabolic agent 


By promoting protein anabolism, Dianabol 
builds lean tissue and restores vigor in 
underweight, debilitated, and dispirited 
patients. In patients with osteoporosis 
Dianabol often relieves pain and increases 
mobility. 

As an anabolic agent, Dianabol has 
been proved 10 times as effective as 
methyltestosterone. Yet it has far less 
androgenicity than testosterone propio- 
nate, methyltestosterone, or norethandro- 
lone. 

Because Dianabol is an oral preparation, 
it spares patients the inconvenience and 
discomfort of parenteral drugs. 

And because Dianabol is low in cost, it 
is particularly suitable for the aged or 
chronically ill patient who may require 
long-term anabolic therapy. 


Supplied: Tablets, 5 mg. (pink, scored); 
bottles of 100. 


Complete information sent on request. 


Dianabol 


(methandrostenolone CIBA) 


converts protein to 
working weight in wasting 
or debilitated patients 


C IBA 


2/2020"0 wow 
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jgitalis 


in its completeness 


35 
PILLS'| 
Digitalis 
(Davies, Rese) 
0.1 Gram 


1% grains) 
CAUTION: 


Each pill is 
equivalent to 
one USP Digitalis Unit 


Physiologically Standardized _ 


therefore always 
dependable. 


Clinical samples sent to 
physicians upon request. 


Davies, Rose & Co., Ltd. 
Boston, 18, Mass. 
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over five years 


Proven 


in more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


1 simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
dosage readjustments 


does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


does not impair mental efficiency or normal behavior 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets tid. 

Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets. 
Also as MerRorABs® — 400 mg. unmarked, coated tablets; and 

as MiPROSPAN® — 400 mg. and 200 mg. continuous release capsules. 


WALLACE LABORATORIES / Cranbury, N. J. 
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clinical use... 


.for the tense and nervous patient 


Despite the introduction in recent years of “new and different” tranquil- 
izers, Miltown continues, quietly and steadfastly, to gain in acceptance. 
Meprobamate (Miltown) is prescribed by the medical profession more than 
any other tranquilizer in the world. 


The reasons are not hard to find. Miltown is a known drug. Its few side 
effects have been fully reported. There are no surprises in store for either 
the patient or the physician. 
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NEW analges 


pain 


‘ 


stops tension 


For neuralgias, dysmenorrhea, upper respiratory 
distress, postsurgical conditions...new compound 
kills pain, stops tension, reduces fever—gives more 
complete relief than other analgesics. 


Soma Compound is an entirely new, totally dif- caffeine: a safe, mild stimulant for elevation of 
ferent analgesic combination that contains three mood. As a result, the patient gets more complete 
drugs. First, Soma: a new type of analgesic that relief than he does with other analgesics. 

has proved to be highly effective in relieving Soma Compound is nonnarcotic and nonad- 
both pain and tension.” Second, phenacetin: dicting. It reduces pain perception without im- 


a “standard” analgesic and antipyretic. Third, pairing the natural defense reflexes.* 


NEW NONNARCOTIC ANALGESIC 


® Composition: Soma (carisoprodol), 200 mg.; 
phenacetin, 160 mg.; caffeine, 32 mg 
Dosage: | or 2 tablets q.i.d. 
Supplied: Bottles of 50 apricot-colored, 


scored tablets. 


NEW FOR MORE SEVERE PAIN 


soma (Jompound «codeine 


BOOSTS THE EFFECTIVENESS OF CODEINE: Soma Compound boosts 
the effectiveness of codeine. Therefore, only 4% grain of codeine phosphate 
is supplied to relieve the more severe pain that usually requires /2 grain. 


Composition: Same as Soma Compound plus “4 grain codeine phosphate. 
Dosage: | or 2 tablets qi.d 


Supplied: Bottles of 50 white, lozenge-shaped tablets; subject to Federal Narcotics Regulations. 


*References available on request. 


@ WALLACE LABORATORIES © Cranbury, N. J. 


COLDS AND SINUSITIS— 
THE RIGHT AMOUNT OF “INNER SPACE” 
RIGHT AWAY Neo-Synephrine hydrochloride relieves the bogey 


feeling of colds immediately and safely, without 
causing systemic toxicity or chemical harm to nasal 
membranes. Turbinates shrink, sinus ostia open, 
ventilation and drainage resume, and mouth-breath- 
ing is no longer necessary. 


Gentle Neo-Synephrine shrinks nasal membranes 
for from two to three hours without stinging or 
harming delicate respiratory tissues. Post-thera- 
peutic turgescence is minimal. Neo-Synephrine does 
not lose its effectiveness with repeated applications 
nor does it cause central nervous stimulation, jitters, 


insomnia or tachycardia. 
(][iithovep LABORATORIES Neo-Synephrine solutions and sprays produce shrink- 
How Vork 36, 0. ¥, age of tissue without interfering with ciliary activity 


or the protective mucous blanket. 


® For wide latitude of effective and safe treatment, 

NEO- SYN <PH RINE Neo-Synephrine hydrochloride is available in nasal 
Brand of phenylephrine hydrochloride) pgs for adults and children; in solutions from 
hydrochtorige 144% to 1%; and in aromatic solution and water 


NASAL SOLUTIONS AND SPRAYS  solubic jelly. 


VIRGINIA MEDICAL MONTHLY 


: 
2 
| 
32 
| 


SIGNIFICAN T ANABOLIC 
WEIGHT, ANOREXIA, LACK 
SURGERY OR SEVERE IN 


Sy OSTEOPORO: AND IN OF 
RESTO RE : MAINTAINS POSITIVE NITROGEN BALANCE @ HEL Ss 
‘MUSCULAR TISSUE STRENGTH, AND VIGOR BUILDS FIRM, LEAN 
problem in clinical use.* Other advantages'of aDROYD are: Neither estrogenic nor progesta-_ 
tional. No significa nt fluid retention. Apparent freec 
| 


AN AMES CLINIQUICK” 


CLINICAL GREFS FOR MODERN PRACTICE 


“DIABETICS WITH 
URINARY TRACT 
INFECTIONS? 


A urine culture is absolutely essential in the diabetic suspected of having a urinary tract infec- 
tion since such infection is not always accompanied by pyuria. It is also essential to keep the 
urine free from sugar —as shown by frequent urine-sugar tests —for successful therapy. 

Source: Harrison, T. R., et al.: Principles of Internal Medicine, ed. 3, New York, McGraw-Hill Book Co., 1958, p. 620 


the most effective method of routine testing for glycosuria... 
color-calibrated 


CLINITEST 


Reagent Tablets 
the standardized urine-sugar test for reliable quantitative estimations 


Urinary tract infections are about four times more frequent in the diabetic than in 
the non-diabetic. The prevention and treatment of urinary tract infections, as well as 
the avoidance of other complications of diabetes, are significantly more effective in the 
well-controlled diabetic. The patient should be impressed repeatedly with the importance 
of continued daily urine-sugar testing—especially during intercurrent illness—and warned 
of the consequences of relaxed vigilance. 


“urine-sugar profile” with the new Graphic Analysis Record included in the Cuinrrest 
Urine-Sugar Analysis Set (and in the tablet refills), daily urine-sugar readings may be recorded to 
form a graphic portrayal of glucose excretion most useful in clinical control. quan 
© motivates patient cooperation through everyday use of Analysis Record 

¢ reveals at a glance day-to-day trends and degree of control AM ES 
¢ provides a standardized color scale with a complete range in the familiar blue-to aaeaca inc 


tkhort + Indiane 
orange spectrum Toronto Canada 


guard against ketoacidosis ADDED SAFETY FOR DIABETIC CHILDREN 


..testforketonuria ACETEST® KETOSTIX® 


for patient and physician us — Reagent Tablets Reagent Strips 
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In each SALUTENSIN Tablet: 
Saluron® (hydroflumethiazide ) — 


a Saluretic-antihypertensive | 
Reserpine —a tranquilizing drug with 

peripheral vasorelaxant effects ............. GAZ ag, 
Protoveratrine A—a centrally mediated 


An integrated multi-therapeutic 


antihypertensive, that combines in balanced pro- 


portions three clinically proven antihypertensives. 


Comprehensive information on dosage and precautions 
in official package circular or available on request. 


BRISTOL LABORATORIES 


Syracuse, New York 


H neo Fr trine A 


NEW) Antirheumatic Analgesic 


for 
Rheumatoid 
Arthritis 


Planolar combines the cumulative 
antirheumatic and anti-inflammatory 
action of Plaquenil® with the prompt 

analgesic action of aspirin. 


Each tablet contains: Plaquenil 60 mg. 
Aspirin 300 mg. (5 grains) 


Plaquenil “...the preferred antimalarial drug for 
treatment of disorders of connective tissue..."’ 


Aspirin belongs to “...the most useful group of 
drugs for rheumatoid arthritis.”? 


DOSAGE: Adults, 2 tablets two or three REFERENCES: 
. times daily. After two or three months of therapy, 1. Scherbel, A. L.; Sctiuchter, S. L., 
the patient may no longer need the added benefit and Harrison, J. W.: Cleveland 


LABORATORIES 


New York 18, N.Y 


*Planolar. trademark 


of aspirin. A maintenance regimen of Plaqueni! 
sulfate alone (from 200 to 400 mg. daily) may then 2 
be substituted. 


Clin. Quart. 24:98, April, 1957. 


. Waine, Hans: Arthritis, rheumatoid, 


in Conn, H. F.: Current Therapy 1959, 
Philadelphia, W. B. Saunders Co., 
1959, p. 565. 
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HOW SUPPLIED: Bottles of 100 tablets. 


Provides greater ass 


assurance of more comprehensive relief in acute 


self-limiting diarrheas through the time-tested effectiveness of two 


outstanding antic 
Tastes good, too! 


Each 99 cc. (1 oz.) of Donnace.-PG 
contains: 
Powdered opiem U.S_P. ..... 
{equivalent to pareroric 6 
as 
Natural belladonna alkaloids 
hyoscyaemine sulfate 
atropine sulfate 
hyeacine hydrobromicde 


Phenobsa rbital 
Surr.ied: Plessant-tasting banana fla- 
vored suspension in botties of 6 fi. oz. 


6.0 Gm 
142.8 ine. 


iarrheals— DON NAGEL and a paregoric equivalent. 


basic formula — 


when paregoric or an antibiuitic is not 
required. 


A. H. ROBINS CO., INC. 


RICHMOND 20, VIRGINIA 


Also available: 
NA — for 
control of bacterial diarrheas. 
é 


WHEN ORAL PENICILLIN THERAPY 
1S INDICATED.... 


K-CILLIN 


K-CILLIN-500 
TABLETS 


Composition: Compressed tablets of Penicillin G 
Potassium, buffered with Calcium Carbonate. Each 
tablet contains 500,000 units of crystalline Peni- 
cillin G Potassium 


ie Uses: In mild or moderately severe Gram-positive 
infections and especially penicillin-resistant sta- 
K — oo phylococcic infections. Usually well tolerated with 
00 few if any side effects 
Desage: One tablet every four to six hours 
Caution: Federal iaw prohibits dispensing without 
prescription 
Supplied: Bottles of 100 and 1000 
Also Available K-CILLIN 250 As above except 
each tablet contains 250,000 units crystalline 
Penicillin G Potassium 
References: Drugs of Choice: W. Modell, M.D 
1959; Pg. 131, 132 


K-CILLIN-500 


for SYRUP 


Composition: Crystalline Penicillin G Potassium 
powder, buffered with Sodium Citrate. When dis- 
pensed, add 39 cc. water. Resulting red solution 
will contain 500,000 units Penicillin G Potassium 
n each teaspoonful (5cc.). Solution will keep one 
week under refrigeration. Dry powder dated Kon in 


500 
Dosage: One teaspoonful every six hours. NOT RUF 


FOR INJECTION. Caution: Federal law prohibits 
dispensing without prescription 


Supplied: 60 cc. Bottles 


References: Drugs, Their Nature, Action and Use: 
H. Beckman, M.D., 1958; Pg. 502, 504, 505. 


LITERATURE and CATALOG 
ON REQUEST 


Mayrand, INC. 
1042 WESTSIDE DRIVE 


PHARMACEUTICALS 
GREENSBORO, N. C. 
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Recognizing that the exchange of ideas is fundamental to medical progress, Lederle 
continues its Symposium program with the 10th year of scheduled meetings. Through 
these Symposia, sponsored by medical organizations with our cooperation, over 50,000 
physicians have had the opportunity to hear and question authorities on important 
advances in clinical medicine and surgery. You have a standing invitation to attend any 
of these Symposia with your wife, for whom a special program is planned. 


ANOTHER YEAR OF SYMPOSIA... 


PORTLAND, OREGON 
Wednesday, January 11, 1961 
The Sheraton-Portiand Hotel 


MONTGOMERY, ALABAMA 
Friday, January 13, 1961 
The Whitley Hotel 


MINNEAPOLIS, MINNESOTA 
Monday, January 16, 1961 
The Hotel Leamington 


LEMONT, ILLINOIS 
Wednesday, January 18, 1961 
The White Fence Farm 


CINCINNATI, OHIO 
Sunday, January 22, 1961 
The Netherland Hilton Hotel 


NEW DORP, STATEN IS., N. Y. 
Wednesday, February 15, 1961 
The Tavern-on-the-Green 


CHARLESTON, SOUTH CAROLINA 
Thursday, February 23, 1961 
The Francis-Marion Hotel 


ANCHORAGE, ALASKA 
Saturday, February 25, 1961 
The Westward Hotel 


BAKERSFIELD, CALIFORNIA 
Friday, March 3, 1961 
The Bakersfield Hacienda 


WILLIAMSBURG, VIRGINIA 
Wednesday, March 8, 1961 
The Williamsburg Lodge 


ALBUQUERQUE, NEW MEXICO 
Saturday, March 11, 1961 
The Hilton Hotel 


OMAHA, NEBRASKA 
Thursday, March 16, 1961 
The Sheraton-Fontenelle Hotel 


PHOENIX, ARIZONA 
Saturday, March 18, 1961 
The Westward Ho Hotel 


LOUISVILLE, KENTUCKY 
Thursday, March 23, 1961 
The Sheraton-Seelbach Hotel 


BAY SHORE, LONG ISLAND, 
NEW YORK 

Wednesday, Apri! 12, 1961 
The LaGrange Inn 


BUTTE, MONTANA 
Saturday, April 22, 1961 
The Finien Hotel 


ITHACA, NEW YORK 
Thursday, April 27, 1961 
The Statler Club 


ERIE, PENNSYLVANIA 
Wednesday, May 3, 1961 
The Hotel Lawrence 


SACRAMENTO, CALIFORNIA 
Wednesday, May 10, 1961 
The El Dorado Hotel 


LOS ANGELES, CALIFORNIA 
Wednesday, June 7, 1961 
The Statler Hotel 


-cverce Lasorarories, a Division of AMERICAN CYANAMID COMPANY, Pearl River, 
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an antibiotic improvement. 
designed to provide 
greater therapeutic effectiveness 


( 


now 


Pulvules 


( propiony! erythromycin ester iaury! sulfate, Lilly) 


in a more acid-stable form 
assure adequate absorption even when taken with food 


Ilosone retains 97.3 percent of its antibacterial activity after exposure to gastric 
juice (pH 1.1) for forty minutes.'! This means there is more antibiotic available 
for absorption—greater therapeutic activity. Clinically, too, Ilosone has been 
shown? to be decisively effective in a wide variety of bacterial infections—with 
a reassuring record of safety.‘ 


Usual dosage for adults and for children over fifty pounds is 250 mg. every six hours. 
Supplied in 125 and 250-mg. Pulvules and in suspension and drops. 


ens, V.C., ef a/.: J. Am. Pharm. A, (Scient 

tsky, S., ef a/.: Antibiotics Annual, p. 893, 1 

Jerfer, T. E., et a/.: Antibiotics Annual, ¢ 
der, H. V.: Clin. Pharmacol. & Therap., in press 


ELI LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 
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Guest Editorial... . 


The Evolution of the Ophthalmologist 


HE MODERN 


OPHTHALMOLOGIST emerged in the first half of the nine- 


teenth century largely as the result of the impact of the life and work of Albrecht 


von Graefe. It was he who brought the specialty in Germany to its present status as 


a distinct discipline of medicine 


Previous to his influence there had been many great 


ophthalmic surgeons, but ophthalmology had been a subordinate section of surgery 


This is comprehensible when one realizes that the care of the eyes was largely surgical 


and optical until the first practical ophthalmoscope was devised by Hermann von Helm- 


holtz in 1852, thus as von Graefe said, “opening a new world” to the ophthalmologist. 


This innovation clarified many difficult problems, introduced many new ones, and 


initiated study of the relationship of ophthalmology to general medicine and to neu- 


rology These trends are exemplified in the applic ation of ophthalmoscopy to medical 


diseased by Sir Clifford Albutt (1868) and io neurology by Hughlings Jackson (1865). 


Thus the ophthalmologist began as a surgeon-oculist and later developed into a 


medical- and neurological-oculist. Ocular surgery has continued to develop technically 


to the present, but in most ophthalmologists’ hands, it has been relegated to an equal 


partnership with the medical and optical phases of the specialtv. The marriage of 


these three technologies has secured for ophthalmology a sound basis for the growth 


of knowledge of the ocular structures in health and disease. From there, interest in 


vision more recently has extended the “ophthalmic mind” to the far reaches of the 


theories of vision and perception, thus to a philosophy of man and “a conception of 


disease” that leads him along safe paths to carefully regulate, modify, and improve 


his technology. In short the concept of “seeing man” is superseding the older views 


of seeing eye or seeing brain 


With the brilliant work of those nineteenth century giants, von Graefe, Sir William 


Bowman, and Cornelius Donders, vast stores of data regarding eye diseases and dis- 


orders accrued, and with refinements and additions by many later workers, ophthal- 


mology rapidly progressed to an effective and largely successful practice. With this 


development came public respect and approval. In return, the ophthalmologist logically 


and fairly assumed his responsibility of interest in the protection of public welfare 


so far as the eves and vision are concerned 


The first function, then of the Opkthalmologist is as a physician devoting his medical 
knowledge and skill to understand and implement the best methods of preventive and 


early curative ophthalmic medicine 


Examples of this function would include school vision testing, automobile driver and 


pilot vision testing, industrial eve safety programs, setting standards of vision 


for various occupations, surveys to discover glaucoma and other eye diseases in 


the general public, and promoting public vigilance against newly discovered eve hazards 


h as old fluorescent tubes, radiation effects, wrap-around windshieid, etc. Paren 


sul 


thetically, as regards the school vision tests, the ophthalmologist evaluates the reasons 


for failures, and corrects both the visual defects and treats any incidental ocular dis- 


eases as early as possible to prevent the loss of visual function or efficiency. It is 


therefore the ophthalmologist’s intention to see these children as promptly as possible 
The generalist or pediatrician referring the child to an opthalmologist gains assuranc 
proper optical measurement and correction as well as any essential medical eve care 


The practice of the ophthalmologist is dual in character: first as a family oculist 


in which capacity his service is sought directly by the patient and his family; ane 


second as a specialist-consultant lending his special skills and techniques to comple 


ment the medical services of the patient s generalist or pediatric lan 


Thus the second function of the ophthalmologist is as a cooperative medical con 


sultant giving specialized ophthalmic care and advice regarding ocular and visual com 


laints and general diseases that have ocular manifestations 
g 


The years of training in a good ophthalmologist residency divide the resident’s atten 


tion equitably between the basic medical, optical and surgical aspects of the specialty 


and the applied practice of techniques under careful supervision. The conceptual side 


is likewise emphasized along with historical orientation. Such training produces 


much more than “safe ophthalmologists”; it results in individualists seeking to syn 


thesize their newly acquired technology into their concept of good medicine and into 


the practical side of practice. As an individual, the ophthalmologist experiences the 
opportunity to view and express his professional calling uniquely. This may manifest 
itself simply in the collection and reporting of unusual clinical case history data, or 
in research to which he introduces those attributes or ideas that are peculiar to him 
Possibly he contributes a new view to an old idea, or de velops new applied tet hniques 


in which the singular methods of his operation demand new ideas or tools 


This characterizes the third function of the ophthalmologist at the boundaries of his 
knowledge contributing to its increase and refinement and to its clarification and dis 


semination in hooks and articles. 


The ophthalmologist, at his best, always the physician while the technically oriented 
specialist, guardian of ocular health and efficiency, colleague and compatriot with the 
family physician, and investigator of vision and its instrumentalities in health and 
disease, emerges as a multifaceted medical man intrigued with but not subordinated 


by his technology, and always focused on the ocular and visual needs of his patient. 


Why has the ophthalmologists emerged in this form? Because no separation of the many 


phases has ever resulted in the effectiveness of the mutually synergistic combination. 
It is important to preserve ophthalmology in this design and to bring our patients to 


an understanding and appreciation of its value to them 


G. E. Arrincton, Jr., M.D. 
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Mr. Jefferson’s Influence 


on American Medical Education 


One who knows the University of 
Virginia well, and the Medical 


School particularly, gives us a de- 


lightful account of Mr. Jefferson's 
influence on American Medicine 
in its early days, an influence that 


persists to the present. 


AN I THIS TIME of homecoming when our aca 
4 demic mother, Alma Mater, the University of 
Virginia and its School of Medicine welcome us 


} 
vladly we 


in a mood of gratitude for all the gifts 
we have received In this spirit of gratitude it is 
Back in the fall of 


1931, an era and an error of Depression ind Pro 


fitting that we bring thanks. 
hibition, davs of wrath before davs of doubt, when 
the negative aspects of our social order wer 
wing ¢ x posed In an itmosphe re of gloom our class 
first assembled here. We ourselves were hostages to 


Work was the order of the 


day. We got as cour welcome a cadaver. a bo 


fortune in bleak times 


of bone Ss, ind i place to park a MICTOSCO]. ind i few 
large books. I am not here to rehearse the step by 
step progress of our four vears as undergraduates 
nor shall I ittempt to ride herd on migrations, or 
ictivities on the home front which comprise our many 


Already 


Though I have the 


individual courses in these last 25 years 
death has thinned our ranks. 
inclination, I have not the clear recollections which 
would let me review for us all the minutes of those 
formidable sessions of the Brandon Avenue Academy 
of Sciences where we learned of psychoses in utero 
and the blessed nutritional virtues of moose milk; nor 


Read on the occasion of the 25th reunion of the class of 
1935, Charlottesville, Virginia, June 10, 1960 
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Some Notes on the Medical School of the University of Virginia 


WILLIAM B. 


Iowa City, 


BEAN, M.D. 


lowa 


need I recall for our ¢ orporate and « onvivial reunion, 
the nostalgic shadows of Mason jars along the 
Rivanna, of medical parties at Fry's Springs, of the 
ethanolic aura which frames our somewhat veiled 
recollections of Easter Weeks, Finals and such. Nor 
shall I talk of all our study, laboratories, books or 
exams. The green days of our youth are gone, to be 
recalled as each of us sees them in his memories, 
} 


vent to his own rubrics in his own mental patterns. 


Rather, let me try t 


» glimpse with you that larger 
picture whose broad outlines gave us a background 
before which we began to seek, to find, to grow and 
to learn as student apprentices when we all became 
junior companions, novitiates in the family of our 
illustrious forebears. I have grasped at a topic out- 
side the range of most physicians. Indeed it is one 
ly neglected by historians of medicine who 
too largely remake the past in the image of current 
prejudices or whims. My proposal is to talk to you 


Mr. Jefferson, his role in setting in motion our 
University and its School of Medicine, and some of 
the influences he had and it had on the later doctrine 
ind doings of medicine, theory and practice, es- 
pecially as they concern the teaching, training and 
learning of physicians. What are the facts, the rea- 
sons and the 


causes, we shall want to know, why on 


his ceremonial 25th anniversary of the graduation 
f our medical school class I should consider Thomas 
Jefferson and his works as fit subjects for commem- 
oration. Is it foolish for any of us, with ordinary 
talents, to apply his own yardstick to greatness? We 
may profit by measuring its successes and its failures, 
for even greatness falls short of perfection. In our 
age notable for the cynic, skeptic and debunker, an 
observer or critic may restore confidence and a ca- 
pacity for admiration. Even as we carp at the living 
we forget veneration of the illustrious dead. The 
commemoration of heroes often suffers from the 
extreme subjectivity of the historian, for observer 


parallax, the “body English” of the writer, too 


readily warps his subject to fit his own cut of the 
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cloth. Though it languishes from neglect, the im- 
pulse to memorialize heroes comes from a warm 
human feeling. Neither is it idolatry. Besides, we 
may not unfurl for this occasion those ornaments of 
pagentry which provide for such festivals the cere- 
mony and pomp of our English and European 
friends; but at least loyal motives of hero worship 
permit us to contemplate in simple piety and emula- 
tion Mr. Jefferson and a few of the results of his 
endeavors on our behalf. 

I must acknowledge help from many sources. A 
D. Hart, John Dorsey, Samuel Radbill, Chalmers 
Gemmill, John Wyllie and others supplied all man- 
ner of documents including the emergency delivery 
by a spec ies of bibliographic Caesarean section of 
a galley proof of the Jefferson-Dunglison letters, 
which, after the ancient custom of making books, 
still lay growing in the gravely gravid press long 
past the expected date of delivery. All these, my 
collaborators, have my best thanks. 


MR. JEFFERSON'S IDEAS 


I have neither the skill nor the scholarship to 
weigh out on historic scales all the forces which went 
into the training, the learning and the wisdom of 
Mr. Jefferson, nor his role in founding our School 
of Medicine. I propose to develop several themes 
Only a portion of one of them is included in that 
magnificent triad selected by Jefferson to mark his 
tomb. I hold that Jefferson, through his direct per 
sonal endeavors and his influence, introduced or 
fostered these things: 


1. Development of a medical school in a univer 
sity setting, establishing the same qualifications 
for physician teachers as for professors in other 
divisions of the arts and sciences. 

2. State support of the training of physicians, that 
commonwealth might foster commonweal, and then 
in turn, health make wealth. 


3. The development of an American medical 


school as a forum for finding and developing 
knowledge, that progress in the science of the 
future might be used by man to determine his 
own place in nature, and perhaps to control and 
improve it. 

4. Learing in medicine as a part of the broad 
education deemed essential for a cultured gentle- 


man. 
5. Encouragement of physiology, the study of 
function and process, as a major element in medi- 


cal education. 
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6. The first full-time clinical teaching in America. 


7. Conservatism against the use of extraneous pro- 


cedures and heroic drugging in medical therapy. 


8. Honor among men as an essential element in 
maturity. 


This is an ambitious undertaking for a summer 
day. 1! shall not try to develop all the theme inde- 
pendently or completely, nor can I put them in strictly 
logical sequence, for they are tangled in the net of 
time from which I catch them somewhat at random 
A word is necessary to suggest the intellectual climate 
of Mr Jefferson’s day. 

Despite the fact that doctors were treating patients, 
and a modicum of scientific medical progress was 
made in the 18th Century, the more numerous ad- 
vances of medicine made during the 19th Century 
were related to the philosophy of the Enlightenment 
which culminated in the work of several great 
Frenchmen. Franklin and Jefferson were familiar 
with the origin, scope and spokesmen of the Enlight 
enment. Its philosophy underlay the American and 
the French Revolutions. It shifted the focus of man’s 
attention from the fate of the soul and preoccupa 
tion with another world, to the improvement of con 
ditions of the present world. It held a firm belief 
that through enlightenment, education and a rational 
approach to all problems, knowledge would really set 
man free. Applied science was emphasized and the 
term “social science” first appeared in the writings 
f the Enlightenment 

It was Mr. Jefferson's belief that men in a free 
society could serve their proper functions best if 
education of the flower of its young people, wherever 


In his 


pyramidal system of primary and secondary schools 


they were found, was universally availablk 


culminating in colleges and a university, selection 
allowed demonstrated excellence in performance to 
qualify a student for advance. Those not sufficiently 
gifted would be trained for crafts or trade. It was 
the function of the state to provide and maintain the 
schools and, if necessary, support scholars so that 
the intellectual aristocracy did not depend upon the 
aristocracy 


monied nor on a genetically determined 


nobility 
Living as an outlander now, I give you an example 
of how Mr. Jefferson's influence worked in certain 


parts of the Middle West; 


the East, bore unexpected and I believe largely un 


and, returning toward 


recognized fruit. His important role in formulating 


he Ordinance of 1787 to establish and regulate the 


Northwest Territory is well known. The law re 
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quired that a portion of land in each division be set 
aside to support public education. When Michigan 
was admitted as a state, every 16th section was set 
by for education; not quite a tithe but a good start; 
and from each section 3000 acres were designated 
to support the State University. This was long be- 
fore land grant colleges retrieved some fraction of 
the spoils grabbed by the railroad magnates. Thus, 
beginning in Virginia and spreading to the Middle 
West, and later becoming general, Jefferson's idea 
of state support of education came to include the 
teaching of skilled physic ians as part of the duty of 
the state. The ancient tradition of medical schools 
as appendages of hospitals and the development of 
proprietary medical schools for profit were opposed 
by the philosophy of state support of medical educa- 


tion within the auspices of university life 


THE SCHOOL OF MEDICINE 

The proper location of a medical school has vexed 
many wise and loyal people. The twin desiderata 
of scholariy university life in an academic village 
ind the large hospital-clinic with its company of 
indigent sick are nearly incompatible, but as we 
know, not quite. Contemporary phases of our own 
ontest, Charlottesville versus Richmond, I recall 
as a personal feud of my boyhood. There was much 
passion on both sides. Perhaps the argument was 
settled on the basis of custom and friendship as 
much as anvthing else for Abraham Flexner and 
thers recommended that the medica] school stay in 
Charlottesville, Jefferson's academic village.  Jef- 


ferson, in designing a medical school for his Univer- 
sitv, was certainly aware of the deleterious effect of 
the absence of a Southern medical school, but when 
the chair of medicine was established Jefferson made 
no attempt to convert it at once into a practical one 
Thus its chief aim was not to give professional in- 
struction as such, but a background of medical 
knowledge as a branch of liberal culture which every 
iccomplished gentleman was required to master. Jef 
ferson’s views were probably those of expediency for 


he believed that in the absence of clinical facilities 


the emphasis of the new school ought to be confined 
to theory. Charlottesville was very small and in a 
sparsely inhabited region; and bringing invalids over 
bad roads was out of the question. Although for 
two vears the School of Medicine had mainly its 
cultural purpose, it was enlarged in 1827 and Dun 
glison was confined to the role of professor of phvs 
iology, theory and practice of medicine, obstetrics 
and medical jurisprudence. Dr. Emmet took on 


chemistry and materia medica: and Dr 


Thomas 
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Johnston became the first demonstrator in anatomy 
and surgery. By 1828 the M.D. Degree was con- 
ferred on four recipients. It was said that “One of 
the great advantages of the University of Virginia 
as a medical school for a first year is that the student 
is not overburdened with lectures, and has plenty 
of time to study the various subjects.” No effort was 
made to use the student health service as a source of 
clinical material. In fact there was no student in- 
firmary and unless some sympathetic faculty wife 
or boarding housekeeper took an interest the sick 
student was out of luck. The reaction to an early 
outbreak of typhoid fever was to ascribe the malady 
to a heavenly visitation on the University because no 
religious instruction was given within its walls. The 
Rev. Mr. Meade, later bishop of Virginia, was in- 
vited by the Visitors to “improve the occasion” by a 
sermon for the University professors and he sub- 
scribed to the idea of a special visitation. Typhoid 
was a punishment for impiety. 

Another advantage of a small town school was 
that the medical professors, removed from “the com- 
mercialism of city life taught their subjects as did 
Latin professors” and others. In short they were 
scholars. Teac hing is likely to flourish best in an 
educational atmosphere and this rarely existed in 
the medical schools of big city hospitals. A further 
advantage was that the course lasted for nine months 
at Virginia rather than the usual six months. It 
was recognized that without the opportunity for 
treating patients neither surgeon nor physician could 
be an entirely satisfactory expositor, so it became 
customary for graduates of the University of Virginia 
to complete their medical training with another ses- 
sion and sometimes another degree in one of the 
larger municipal hospitals of the Atlantic Seaboard, 
notably in New York City. This was the program 
followed by Walter Reed. 

Before very long, however, Dunglison, at Mr. 
Jefferson’s suggestion, developed the custom of meet- 
ing, in makeshift quarters, patients who were able 
to pay the 50 cents fee for registration. The money 
was used for drugs and supplies. He lingered half 
in hour after a lecture on alternate days to give 
medical and surgical assistance to the indigent with- 
out charge beyond the 50 cent fee. It was well rec- 
nized that this.dispensary was small and inade- 
quate 


DOCTOR DUNGLISON 
Now let us turn to still earlier days. Recently 
Dr. Gemmill has written of how Jefferson sent Gil- 


mer to Europe to find a professor of medicine to 
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round out his faculty. There was some uproar be- 
cause a “foreigner, an Englishman” was selected but 
even that was considered safer than to take the 
American who was his closest competitor, for he 


being a Unitarian. Dunglison narrowly 


admitted 
escaped becoming an obstetrician. He had been great- 
ly influenced by Mr. Haden, a celebrated London 
obstetrician, who had prevailed on him to select 
midwifery for his career. Already in May of 1824 
he had announced a series of lectures on this subject 
to be given in London. But before he could carry 
this into effect, negotiations with Gilmer came to 
a crisis and he decided to move to Charlottesville 
Dunglison, a very voung man to head a school of 


physic, tells us quite frankly why he took the job 


“One overwhelming reason decided me. I was 
ardently attached to a daughter of Mr. Leadam whom 
I could not expect to be able to marry if I remained 
at London: for vears to come. Whilst if 1 embraced 


the American offer I could do so immediately.” Thus 
he meade two fateful moves simultaneously 

During the three months on the high seas, endur 
manner of storms, Dunglison and his brid 
must have wondered many times at the wisdom of 
their decision to venture to a new land. Finally thes 
arrived in Norfolk and made their way directly to 
Charlottesville. Dunglison went immediately to pay 


his respects to Mr. Jefferson. From the very first 


Jeffers vas immens ised with Dunglison, in 
fact. so favorably impressed that he promptly took 

} li. 
Dunglison as his personal physician. He actual] 


submitted to his regimen without murmuring, though 


he had been a verv irascible and skeptical patient 
ind had often complained of suffering at the hand 
i doctors. even though his health had been good 


He said. “I have been more fortunate than my friends 


in the article of health. So free from catarrhs that 
I have not had one, (in the breast, I mean) on an 
average of eight or ten vears through life. I ascribe 


this exemption partly to the habit of bathing my 
feet in cold water every morning, for sixty years 
past. A fever of more than twenty-four hours I have 
not had above two or three times in my life. A 
periodical headache has afflicted me o casionally, 
once. perhaps in six or eight years, for two or three 
weeks at a time. which seems not to have left me; 
and except on a late occasion of indisposition, I 
enjoy good health; too feeble, indeed, to walk much 
but riding without fatigue six or eight miles a day, 
and sometimes thirty or forty.” Perhaps because his 
health had been so good Mr. Jefferson had a dim 


view of doctors and once “In the presence of Dr. 


Everett, afterwards Private Secretary to Mr. Mon- 
roe . . . he remarked, that whenever he-saw three 
physic ans together, he looked up to discover whether 
there was not a turkey buzzard in the neighborhood.” 
Jefferson was not quite the humorless man he has 
been p2inted. 

In the last part of his life Jefferson was afflicted 
with the melancholy difficulties of prostatic hyper- 
trophy. This Dunglison treated not only by relieving 
the urethral obstruction by the passage of bougies 
of increasing size, but he taught Mr. Jefferson him- 
self to use them: his enchantment with the mechanic 
arts was personal as well as general. Dunglison 
visited Monticello many times, as his diary records 


) 


He must have influenced his patient greatly for he 


says “Whatever may have been Mr. Jefferson's no 


tions of phvsic and phvsicians, it is but justice to 


sav that he was one of the most attentive and respect 
ful of patients. He bore suffering inflicted upon him 
for remedial purposes with fortitude; and in my 
visits. showed me, by memoranda, the regularity 
with which he had taken the prescribed remedies 
it the appointed times.” Another anecdote is related 
“Mr. Jefferson on a return from some distanct jaunt 
had a cutaneous eruption, which his physician, Dr 


Dunglison, pronounced to be the itch. Jefferson 


thought differently, but as his phvsician believed it 
to be the itch, he consented t use mercury whi 

salivated him This annoved him excessively ind 
he complained to Governor Coles of the unpleasant 
effe ts ol the salivation The Governor hbserved 
‘Mr | 1 1 are the last man in the world 
from your hatred of phys f whom I would ha 

expected any excess in taking s Mr. Jeffersor 
idded with warmth ‘Yes it | would rather has 
the de than the itch I ring of 1826 


Jefferson was attacked by dvsenter Although Dun 


glison was in mtinual attendan the venerable 
patient failed rapidly, lapsed into coma and died 
most fitt lv on the 4th of Ju 1826. having the 
same death date as his ancient companion in political 


hostilities and comrade at odds, John Adams 
Dunglison was sought after as a consultant. He 
became the physician as well as intimate friend of 
James Madison, whom he attended in his last illness 
He saw Mr. Monroe whenever that ex-president was 
it the University He also took care of Jefferson's 
son-in-law, Governor Randolph, as he lay dying; 
and he treated other members of the Jefferson family 
He was called by other V.L.P.’s, as indicated by his 
consultation when in Washington when President 


Jackson's physician, Dr. Thomas, got him in when 
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the Old Warrior was suffering with “pleurodyn”. 
Having had fair experience in dealing it out himself, 
Jackson was a great advocate of blood letting. He 
wanted to be bled. But this Dunglison thought would 
endanger the life of the old general at the age of 70. 
So he prevailed with Dr. Thomas to recommend 
strong counterirritation instead, ““warm plaister an- 


imated by cantharides” and not exsanguination 


MR. JEFFERSON AND MEDICINE 
Although Jefferson was 82 when Dunglison first 


met him on his arrival in Charlottesville, his intel 


lectual powers were still active and resilient. Dun 


glison, who was always much impressed by the views 


of those whom he admired, was greatly influenced 


by so forceful and famous person as Mr. Jefferson 


Those who have studied Dunglison’s publications 


sharp turning point after he came 


under the spell ol Jefferson who rep itedly empha 


sized philosophy, medical enlightenment and educa 
tion of the public as the best means of combating 
superstition and medical delusion 

He is remembered for his promotion of smallpox 
vaccination, for setting up of a student health serv 
é nd establishing a free dispensary. These dem 
onstrate Ik fferson'’s advanced and progressive health 
views. He studied housing and city planning as 
rroblems of public health. His self-study “Head 


ind Heart’ is a psychological masterpiece of th 
first order. To Dr 


n had written, “In his theory of bleed 


Thomas ¢ ooper, on October 7 


i and mercury, I was ever opposed to my fnend 


Rus whom I gre itly loved: but who had done mu 


harm, in the sincerest persuasion that he was pre 
serving life and happiness to all around him In 
this same letter he likens “the theory (not the pra 
) of medicine to a “charlatanerie of the bod, 
is the other (Theology) is of the mind.” Jefferson's 


nnate skepti ism and rejection ot heroic treatment 
influenced Dunglison to moderation in the use of 
Dunglison himself stated later in life “Mr 


dr 


Jefferson was onsidered to have littl faith in 


phys ind has often told me that he would rather 
trust the unaided or rather the uninterfered with 
efforts of nature than physicians in general.” Thus 


Jefferson undoubtedly had a very salutary influence 
on Dunglison who gave up the fearful and heroi 
therapy recommended in his book, Commentaries 
on the Diseases of the Stomach and the Bowels of 
Children, published the year before he left London 
in 1924 
main reason for his invitation to come teach in Mr 


rson’s academical village. 
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Incidentally this book was probably the 


FULL-TIME MEDICINE 


Financial arrangements of the time are noteworthy. 
They had been a source of some worry to Dunglison. 
He had entered into an interesting compact with Mr. 
Gilmer. He promised to teach with proper diligence, 
anatomy, surgery, the history of the progress and 
theories of medicine, physiology, materia medica, 
and pharmacy at the University of Virginia. He was 
guaranteed a salary of $1500 a year plus free living 
quarters and any fees to be obtained from students. 
A bit later he recommended the removal of Latin 
as a prerequisite for admission to medical school 
since he thought this was reducing the number of 
students 

Under the arrangements worked out with Mr. Gil- 
mer and Mr. Jefferson and according to the stipula- 
tions of his contract with the University of Virginia, 
Dunglison’s practice was limited to consultation. As 
Dr. Radbill has said “Thus was set the pret edent 
it the Unive rsity of Virginia for the employment of 
1 full-time medical instructor, a precedence which 
was slow to take hold in American medical educa- 
tion.”’ In the French medical schools, where hospitals 


were the historic focus, professors not uncommonly 


were full-time men. They were rich men. They 
had to be. They had no financial stake in the size 
of the class, getting nothing from students. This 


had not been true of English or American medical 
teachers. Usually their only stipend came from fees 
collected from students, each of whom paid a sum 


when he 


btained a ticket for a sper ific course This 
ee belonged to the teacher. Since fees were uncer- 
tain and hardly ever sufficient for « omplete support, 


] 


clinical teachers suppleme nted their salary by private 


ir e. Some teachers willingly worked for nothing 
because of the prestige attached to an academic posi- 
tion. A salary which could provide for the living 
f the medical professor in the United States was 
unknown 


In Dunglison’s diary we find that administrative 
problems seem to be as old as universities and med- 
ical schools. At least there are many notations to 
the effect that the roof leaked in Pavillion X, that 
the University authorities were reluctant to do any- 
thing about it 


have undermined Mrs. Dunglison’s health 


The ensuing dampness is said to 
Be that 
as it may, his wife’s poor health was given as the 
reason for his leaving the University after nine 
illustrious vears, though Dr. Dunglison had written 
in his diary earlier “Perhaps a location could not 


exist, which is more healthy than the University 


of Virginia.” 


: 
re 

— 
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DUNGLISON’S INFLUENCE 

Dunglison continued his influence on American 
medicine during the 19th Century by his many writ- 
ings, his teaching and his great example. He was a 
remarkable man. He was a pioneer in the systematic 
teaching of physiology, introducing it into his own 
classes and through his textbooks making the subject 
more and more acceptable to a wide group of medical 
teachers who still practiced the largely didactic teach- 
ing of the day. The reason Beaumont went to Dun- 
glison for analysis of St. Martin’s gastric juice may 
be found in Beaumont’s statement that “Professor 
Dunglison’s work on human physiology, taken as 
a whole is perhaps the most comprehensive.” Dun- 
glison was not an innovator or originator and not 
a profound thinker, though he was a scholar. His 
omnivorous reading and his ability to digest the 
massive material of the day and present it in a 
readily acceptable form are examples of his industry 
and his practical sagacity, as well as his acquaintance 
with nearly all medical books from Europe whence 
at that time came most new medical information 
His attractive method of presentation had made him 
an outstanding and distinguished lecturer as well 
as writer. In his day in America creative scholar- 
ship and productive work in research or critical 
observation of natural history were rare in medicine 
Thus the ability to express forcefully and clearly 
the thoughts of others constituted the accepted 
grounds for the reputation of a medical teacher and 
writer. As such Dunglison was a supreme teacher 
and his incredible industry is illustrated by the many 
many books he wrote. He was influential in pro- 
moting the development of something like Braille 
and with William Chapman prepared a dictionary 
of the English language for use of the blind. His 
skill as a peacemaker in the sometimes rowdy medical 
problems of Philadelphia undoubtedly had an in- 
fluence for the good and not only helped heal civil 
wars within Jefferson Medical School itself, but 
made the relations between it and the University 
of Pennsylvania smooth and pleasant. 

Concerning his Textbook of Physiology which he 
had dedicated to his friend and patient, Mr. Madison. 
and his introduction of physiology into the medical 
curriculum Gross says: “What Albert von Haller’s 
great work accomplished for physiology in Europe in 
the 18th Century Dunglison’s accomplished for it 
in America in the 19th. Each affords a complete 
summary of the literature of the science at the time 
at which it was written, each is rich in learning, 


accurate and logical in its statements of facts, ex- 
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haustive in matter, philosophical in its deductions. 
Each marks an era in the history of physiology.”’ 

Dunglison’s medical dictionary was a work of 
marvelous labor and erudition, It earned for him 
a world-wide reputation. Medicine was advancing 
rapidly so that each edition was a real advance over 
the previous one. As an example of the work that 
went into it, the last issue he edited before his death 
had 6000 new words introduced. In all his books 
Dunglison had the happy faculty of discerning what 
the profession needed. He is said never to have 
written an unkind paragraph against any human 
being in or out of the profession He avoided dis 
putation and made every effort to surpress it. Like 
Haller, his great prototype of the century before, he 
could not bear the sight of blood 

He had a large, well selected and costly library. 
System was a great factor in his success as a writer 
and as a teacher. His books for consultation and 
reference were arranged on a rotary stand within 
easy reach, an admirable time-saving plan. Dun 
glison’s chirogaphy was very angular and crabbed 
and very difficult to decipher. It was like what 
Daniel Webster said of the word “would” in Rufus 
Choate’s handwriting. It resembled a small gridiron 
struck by lightening. Gross said, “Before I become 
Dunglison’s colleague I often received letters from 
him, which after a cursory perusal I generally laid 
aside for a more careful reading the next day. Print 


ers, however, soon became used to his copy. 


DUNGLISON’S FAREWELL TO HIS 
STUDENTS 


Dunglison, in his farewell talk to his students 
when he left Charlottesville in 1833, said “It has 
always been my anxious endeavor to remove every 
thing of mystery from the science which it is my 
line to teach; to separate fact from hypothesis, and 
to attempt to exhibit it, as far as it is capable of 
being exhibited, as a demonstrative science. I have 
ever recommended you, in deducing your therapeu 
tical indications, to be guided by general principles; 
to avoid being wedded to any exclusive sect or 
system,—fondness for which has been and is a strik 
ing obstacle to the advancement of medicine: to 
watch philosophically and diligently the march of 
nature; to discard all blind empiricism, and wher 
you are in doubt rather to give the patient the benefit 
of the doubt than to risk his safety by the rash 
administration of that which mav be the bearer of 
good or evil; to cherish no arcana; and as a general 


principle to freely expose to your patient, if intel 
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ligent and if he desire it, the grounds on which you 
proceed in the management of his case. If you can- 
not do this there will generally be good reason for 
supposing that your comprehension of the case is not 
as clear as it ought to be.” 


A DIGRESSION ON THE HISTORICAL 
ASSOCIATION BETWEEN DUNGLISON 
AND WILLIAM BEAUMONT 


Because Beaumont was not a chemist it was nec- 
essary for him to submit samples of Alexis St. Mar- 
tin’s gastric juice to those who could do the appro- 
priate tests for him. He sent samples to some of the 
great chemists of Europe. These apparently either 
went astray or the gastric juice eroded the corks in 
the little vials and the samples were wasted. In any 
event this letter which I show you from my copy 
of the Second Edition of Beaumont’s book, is the 
results of studies he did with Professor Emmett 
(Figure 1) I assume that his laboratory was his 
home on Pavillion X East Lawn, the house in which 
my family lived during the late years Father was 


Professor of Anatomy 


| PRELIMINARY ORSERVATIONS, 


“Usevenerry of 


February 6th, 1983. 
My Deana Sia: 


“ Sinee I last wrote you, my friend and colleague, Professor 
mmett, and myself, have examined the bottle of gastric fluid 
an I brought with me from Washington, and we have found 
it to contain free Muriatic and Acetic acul, Phosphates and Muri- 
ates, with bases of Puasa, Sada, Magnesia and Lime, and an 
an'mal matier, soluble in cold water, but insoluble n hol. We were 
satisfied, you recollect, in Washington, that free muriatie acid 
was present, but I had no conception it existed to the amount 
met with in our experiments here. Wo dist led the gnetrie fluid, 
when the free ackl passed over; the salty and animal matter re- 
maining in the retort, The quantity of Chierde of Silver thrown 
dowa on the addition of the Nitrate of Silver, was astonishing” 


I had been long convineed of the existence of free 
muriatic acid in the gastric fluids. Indeed, it is quite 
obvious to the sense of taste ; ond most chemists agree 
in this, however they may be at variance with respect 
to the other constituents. The analysis of Professors 
Dunglison and Emmett is certainly os satisfactory as 
any that has been made. It is a question whether zas- 
tric juice, in so great a state of purity, has ever before 
been submitted to chemical analysis v 

‘ ftisto be hoped that no one will be so disingenuous 
as to attribute to Professor Dunatison the design of find- 
ing the existence of certain chemical agents i the gastric 
‘nice, with the view of propping the theory of the ehem- 
teal action of this fluid, which he hos maintained in his 
work on “Humgn Physiology > or, iu other words, to 

that he had determined to find certain results; and 
that he had accordingly found them. ‘Those who are 
acquainted with him, know that his condor and fairness 


Fig. 1 
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ANOTHER AND PERSONAL DIGRESSION 


In this connection I shall tell of a curious family 
connection with Dunglison which has led me to the 
acquisition of a charming portrait of Dunglison 
painted in 1847 when he was in Philadelphia. This 
I intend ultimately to give to this School of Medi- 
cine. Dunglison’s neighbor and devoted friend in 
the small isolated academic community, Charlottes- 
ville 130 years ago, was Robert M. Patterson, my 
great great uncle, who was chairman of the School 
of Natural Philosophy and for a time chairman of the 
faculty, a position, analogous to that of president of 
the University and one which Dunglison held too. 
After Dunglison had been in Charlottesville for nine 
years he left for the University of Maryland where he 
remained several years before going to Jefferson 
Medical School in Philadelphia where he lived the 
rest of his life. Robert Patterson also left the Uni- 
versity of Virginia and he too went to Phaladelphia 
where he became director of the Mint. The close 
friendship of the two men continued and as a token 
of mutual regard and esteem when Dunglison had 
his portrait painted, he gave to Robert Patterson, 
the portrait which I display here and which is now 
in my possession. (Figure 2) Though this deflects us 
again from the main theme this is how I got it. 
After Father had died and Mother had left Char- 
lottesville to go to Bethlehem, Pennsylvania to live 
she began to check up on relatives and distant cousins 
whom she had not seen for 40 to 50 years. One of 
these, Cousin Otey Patterson, had become a Catholic 
priest. When, upon visiting him, she was admiring 
some portraits of ancestors we had in common she 
came upon one she did not recognize. This turned 
out to be Dunglison, the portrait which had belonged 
originally to Cousin Otey Patterson's great grand- 
father, Robert Patterson. He mentioned that it was 
a pity that there was no doctor in the family that he 
might give it to. Here Mother was able to straighten 
him out very promptly. He said tell him to come 
and get it if he would like to have it. Well, the 
upshot was that after the Atlantic City meetings 
the next May, seven or eight years ago, my two sisters 
and Mother met me in Philadelphia and we paid 
Cousin Otey a visit. After a proper ceremonial delay 
over cakes and sherry, Mother asked if he had been 
serious about wanting to get rid of the portrait. He 
told me to climb up on the wall, take it down and 
carry it away with me. This I did. That is the 
story of the rather unlikely pilgrimage of Dr. Dun- 


glison’s elegant portrait out to Iowa City. 
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PERSONAL DIGRESSION 


Since my span of personal connection with the 
University of Virginia covered the 20 years between 
1916 and 1935 and since I lay under the interesting 
double relationship of son and student of Robert 
Bennett Bean, the professor of anatomy during those 
years and later, I will mention a few personal remi- 
niscences with proper filial piety towards my physical 


Father and academic mother, not omitting my great 


dissecting hall was not without a somber dignity. 
I have it on good authority that once an illustrious 
visitor, coming to the precincts after some formal 
academic procession, in cap and gown was startled 
to have Father remove his cap and put it in his 
hand. He told him not to wear his hat in the pres- 
ence of the dead. The pompous gentleman, deflated, 
made off in 


haste. I suppose growing up in an 


atmosphere of dissecting halls, skeletons, anatomical 


i 


Fig. 


debt own Mother. A this audien 


whose recollections go back 40 years Or so will re 


to my few in 


member the fetid and unsavorv aroma which hung 
J ~ 


over the halls of “Baron Bean,” a building which 
scarcely dared raise its head and peer up the hill 
at Peabody Hall and the old chemistry building 
over near the then ancient ice pond. But even the 


676 


ooks, and specimen jars with lurid contents made 
a career in medicine logical for me, though my fam- 
ily had intended that I become an Episcopal minis- 
ter. I often shudder to think what might have hap 
pened to the Church had I not deflected myself into 
a career in medicine 


With small classes and intimate concern for in- 
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dividual students to whom the faculty here has always 
given great attention, | was privileged to know a 
great many physicians when they were undergrad 
uate students or residents. I have many recollections 
of generations of undergraduate students, in a way 
the intellectual flower of their day. They sat in 
relays before the faculty for lectures and those ex 
aminations which left such a deep impress upon us 
Before I myself was an undergraduate medical stu 
dent often I was abie to resolve and alas sometimes 
to confirm the anguish which a student might have 
about marks on certain blue books which I was 
privy to, long before the official examination grades 
were posted. In later travels and speech making I 
often run into Father's former students whom I may 
or may not have known myself. Two things strike 
me—one is the excellence of these physicians, and 
their fine record In our time selection has been 
rigorous and no one has been able to go to medical 
school just because he wanted to be a doctor. For 
a long time the student body was not so selected. It 
was homogeneous, coming from the Southern States 
chiefly; and this excellence has been maintained with 
the advent of more cosmopolitan elements into the 
student body. The second point is that, in part be 
cause of the background of the School of Medicine 
with emphasis on culture aspects and with the rela- 
tively slow development of clinical facilities, the 
position of research in the colle ge of medicine for 
a long time did not get enthusiastic support from the 
administration, or provide the launching pad from 
which the heights of academic medicine were reached 
Perhaps the relative poverty of the Southern States, 
perhaps the spirit of the times kept research in a very 
minor key during the period when Father was strug 
gling very hard to continue a program of funda- 


mental research. Not being traditional, it received 


little support from the University administration 
Perhaps Father was somewhat paranoid about it, but 
I remember innumerable comments he made at home 
about lack of appreciation and lack of tangible 
support in the way of financial assistance. I was 
never quite sure that physical anthropology, his field 
of endeavor, did not seem especially curious and a 
little absurd to those who determined policy 

In the informal arrangements set up for the build- 
ing of the “new” medical school building in the late 
1920's, as chairman of the building committee, Father 
found it necessary to sign most of the vouchers and 
spend a good deal of time every day at the site of 
construction. 


He was really the foreman. Though 


it was hard work, espe ially in the hot summers, I 
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am sure he enjoyed it. 


He was hurt and the archi- 
tects with whom he worked closely were shocked 
when no simple word of thanks or recognition was 
given at the ceremony of dedication when many were 
introduced for a word of praise and hundreds of 
names, officers, faculty, contributors of small dona- 
tions, were read off. These feelings he kept to him- 
self. They never prevented him from serving in every 
way the University which he loved beyond measure. 
Perhaps he had a special ability to let his light hide 
under a bushel. He himself was never able to em- 
body a private Beatitude he got from his own F=ther, 
which he would tell us at home from time to time— 
“Blessed is he that tooteth his own horn, for he that 
hath a horn and tooteth it not, the same shall not 
be tooted.”” Those of you who know me well may 
suspect that this precept rather than Father's ex- 
ample influenced me. Father was a great admirer 
of Thomas Jefferson and it was from him that I first 
came to have any comprehension at all of Mr. Jef- 
ferson’s many and great contributions to the Uni- 


versity, to our country and to the world. 


“Father's excellence as a teacher of anatomy will 
be remembered by several generations of students. 
He made a model of the peritoneum which clarified 
much of its inherent complexity; and taught cerebral 
nerves in a logical rather than traditional manner. 
He believed that dissection and demonstration were 
Text-books and 


models were complementary to dissections and lec- 


the prime tools in learning anatomy. 
tures. His informal lecture, the quiz-talk, was highly 
successful though not without some terror for the 
lazy student. Much of its value lay in the charm 
and dignity of his personality and the high ideals 
of scholarship and research he taught and exempli- 
fied. His relationship with his students is epitomized 
“The 


freely used to bring home a point, and the aphorisms 


in his nickname Baron.” Anecdotes were 
and teachings of Sir Thomas Browne, Osler, Pas- 
teur, Darwin, Hunter and others were mingled with 
his own. A host of students recal] the “area of ab- 
dominal romance” where the head of the pancreas 
lies in the arms of the duodenum and has its feet 
tickled by the spleen, when they have forgotten more 
erudite aspects of anatomy. His essay on teaching 
anatomy might be read with profit by many today.” 

“He had more regard for principles than dogma. 
An abiding belief in simple Christian virtues charac- 
terized his dealings with his fellow man. He was 
always a friend and often a counselor of his students. 
His generosity and anonymous benefactions in the 


community still come to light from time to time. 


677 


= 5 


During a period when moral and scientific standards 
have often given place to laxity and opportunism, 
he remained true to the highest ideals; and his 
teachings and example were such that memory of 
him is a reaffirmation of faith in human dignity 
and honor.” 


MR. JEFFERSON’S FORGOTTEN 
INFLUENCES 


I return to a theme overlooked in medical history. 
Though it is important I do not wish to give it undue 
prominence or undeserved emphasis. My thesis is 
that in a roundabout way the example of Mr. Jef- 
ferson and the University of Virginia, as they influ- 
enced the University of Michigan, were important 
in determining the direction that Johns Hopkins 
medical school and hospital were to take. I have 
mentioned Jefferson's role in the Ordinance of 1787 
and the designation of parcels of land in the territory 
to support education. The earnings from the 3,000 
acres in each section, assigned to support the Uni- 
versity of Michigan, were administered by a super- 
intendent of public instruction. Thus some of the 
flagrant exploitation and robbery which pockmarked 
the early history of so many other states, did not 
occur. 

To what influences may we attribute the emphasis 
on science by the Regents who launched Michigan's 
University at a time when classical and humanistic 
studies still dominated New England universities? 
The following comes largely from Victor Vaughan’s 
autobiography. There were two real scientists on 
that Board, and while the majority of them may have 
been without special fitness for the work before 
them, these two evidently knew what they were doing. 
They were Henry R. Schoolcraft, the great explorer 
and naturalist as well as the wisest student of Indian 
lore in the region of the Great Lakes, and his com- 
panion and fellow student, Dr. Zina Pitcher, later 
president of the A.M.A. Supporting the Regents 
were the Governor and the Superintendent of Pub- 
lic Instruction, since all important acts of the Board 
required the approval of these officials before becom- 
ing effective. Indeed the Regents were named by 
the Governor and he was the President of the Board. 
A Virginian, Stevens T. Mason was Governor of 
the Territory and State of Michigan from 1831 to 


1840. He had much to do with the foundation and 
inauguration of the University. The Superintendent 
of Public Instruction, the Reverend John D. Pierce, 
a graduate of Brown University, was appointed by 
Governor Mason. 


The two were in agreement on 
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educational matters, in which both were deeply inter- 


ested. Mason as a Virginian was intimately ac- 
quainted with the scientific activities and ideals of 
Mr. Jefferson. It is undoubtedly true that to the 
mass of the people in the Northwest at that time the 
work of Thomas Jefferson in founding the Univer- 
sity of Virginia was unknown, but Schoolcraft, Pit- 
cher and above all Governor Mason, knew it well. 
The details followed in the development of the two 
universities are too similar to have been accidental. 
Both required preparatory school training and both 
stressed scientific work. Victor Vaughan wrote “The 
claim that the ideals of a state university as de- 
veloped in Michigan in 1837 came from a study 
of the Prussian system of education seems to me 
to have been unduly stressed. Indeed, when Thomas 
Jefferson committed to writing his plan for the 
organization of the University of Virginia in 1812 
Prussia had no system of education. The first pro- 
fessor of modern language in Michigan University 
(1846) was Louis Fasquelle; and French, Italian 
and Spanish were taught in this University before 
any provision was made for the teaching of German.” 

Still another evidence of the scientific spirit of 
the original Board of Regents is the fact that one 
of their first appropriations was the sum of ten 
thousand dollars for the purchase of scientific ap- 
paratus and books. This is exactly what one would 
expect of such men as Mason, Schoolcraft and 
Pitcher 

I think none will deny that Michigan with its 
laboratories, its strong orientation towards the nat- 
ural sciences and its medical faculty which early 
came to control and run a hospital of its own, was 
a unique school at a time when classical and human- 
istic studies were the exclusive focus under the the- 
ologic emphasis of universities on the Eastern Sea 
board, particularly those in New England. Every 
one recognizes the marvelous contributions to the 
Johns Hopkins medical complex of Daniel Coit 
Gilman, an imaginative genius who helped found 
the medical school and hospital, John Shaw Billlings, 
who designed the hospital and helped get the proper 
people for the staff of the medical school, Popsy 
Welch, the wise administrator and organizer, and 
the fabulous Big Four, Osler, Halstead, Welch and 
Kelly. But just behind the Big Four was a quieter 
though not less effective phalanx of four horsemen 
usually overlooked as historical forces in the develop- 
ment of the Johns Hopkins Medical system. They 
were Mall, Abel, Howell and Hurd, all of whom 
came from Michigan. All had been steeped in a 
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system which owed much to the example of Mr. 
Jefferson and the influence of his Medical School. 
Several recent historians have thought that it was 
Mall's powerful anonymously 
through his influence on Welch, which really de- 
termined the cast and program of the John Hopkins, 
and ultimately Jed to the developerment of full-time 
medicine there, almost a hundred years after it had 
been introduced by Mr. Jefferson at the University 
of Virginia 


ideas expressed 


Scholars have recognized that Mr. Jefferson, the 
best informed and most versatile of our presidents 
was rightly credited with important accomplishments 
in education, science and the arts, in paleontology, 
scientific agriculture and inventions. His genuine 
concern for his fellow man and his hope for the 
future of the American people led him to speculate 
on methods of prevention and treatment of disease 
and the most healthful occupations and environ- 
ments for mankind. He was concerned with medi- 
cine too and his vast reputation caused people to 
address to him all sorts of inquiries, some of which 
were embarrassing and put him in a difficult posi- 
tion because he became in a way an al fresco medical 
consultant to his people. They asked him his opin- 
ion of certain physicians, the cause of diseases and, 
indeed, sent him papers, inaugural dissertations and 
results of scientific work for his critical suggestions 
Jefferson had two traits which made him sharply 
critical of the medical customs and practices of his 
time. First, he believed that observation and experi- 
ment were the basic conditions for scientific inquiry 
This he illustrated in his agriculture and mechani 
cal experiments, his arrangement of tabular data on 
weather, his field work in paleontology and in many 
other ways. But he combined with this a firm con- 
fidence that practical utility of a method or an idea 
was a good test of its value. To be worthy of man’s 
consideration science should contribute to human 
welfare. 

As I grow older I am more and more impressed 
with the importance of ideals of honor, high stand- 
ards, and the desire to achieve excellence in all walks 
of life as determinants of those things which really 
matter. Perhaps this is a sign of senility in a hard- 
bitten age. But I do not beiieve that it is. I need 
not recount for you the early student riots, rebel- 
lious, and indeed an assassination which led the 
student themselves to establish a code of honor, a 
gentlemen's agreement, for internal self-discipline as 
it should be maintained by responsible young adults. 


It is a natural human reaction that constant super 
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vision and rules provoke a spirit of rebellion among 
young men who find keen satisfaction in sly efforts 
to get around such restrictions. The sense of obliga- 
tion which most of us feel to act fairly is weakened 
when rectitude is tacitly questioned by the suspicion 
of supervisors. As Mr. Jefferson has said, “The hu- 
man character is susceptible of other incitements to 
correct conduct more worthy of employ than fear, and 
of better effect.” So not the least of the gifts of Mr. 
Jefferson's school has been the opportunity it gave 
each of us—the chance to learn in a setting where 
we had the challenge and the opportunity of study, 
training, discipline, and honor, the annealing furnace 
which takes diverse raw materials and builds char- 
acter 


IN CONCLUSION 


You have borne with me as I have made a cursory 
sketch of Mr. Jefferson’s influence on the University 
of Virginia Medical School, on Dunglison and on 
many others including everyone here, for its rami- 
fications stretch all the way up to the present. Stric- 
tures on time have spared you my effort at filling in 
the whole scene. I have not discussed many illus- 
trious alumni such as Walter Reed, Hugh Young, 
Rupert Blue, Tate Mason, James McLester, the later 
three presidents of the A.M.A. and many other 
alumni have made important contributions to Amer- 
ican medicine. A whole address might embellish the 
theme of the numerous alumni who have contributed 
to military medicine. 

It was a measure of Mr. Jefferson’s greatness to 
embody his far-seeing ideas and high ideals in se- 
lecting the men to carry his program forward. Leav- 
ing out his major political contributions and those 
to general education, his wise vision fostered the 
development of a medical school in a university 
setting, supported by the state, for the training of 
physicians. This medical school was a worthy fore- 
runner of our modern medical schools. Mr. Jeffer- 
son included a general knowledge of medicine in 
the liberal education of a gentleman; he encouraged 
research and the development of physiology. He pro- 
vided the first full-time clinical teaching in America 
in a university school of medicine. He preached and 
practiced conservatism against the heroic drugging, 
blood letting and other crimes of the systematists 
done in the name of therapy. And above all he em- 
phasized honor and responsibility as quintessential 
in the training of physicians. In the name of all that 
large company of student companions in medicine, 
our fellow alumni and alumnae, past, present and 
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future, I bring my message of tribute and affection 


for Mr. Jefferson, for in honoring him we honor 


ourselves. 
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With Diabetes 


Although several hormones have 
an influence on carbohydrate 
metabolism, the adrenocortical 
steroids have the most significant 
effect on the state of control of 
diabetes. Before giving these pat- 
ent hormones to the diabetic or 
potential diabetic, one should be 
sure that the drug is needed and 
should be prepared to recognize 
and deal with its effect on the dia- 


betes. 


N A SENSE, the management problems of a dia 


betic patient are like those of man condemned 


to spend his life afloat in a slightly leaky boat 
Regardless of time or weather, sickness or health 
vork or play, a certain amount of effort is inexorably 
required to bail out the boat. Complete neglect will 
lead to eventual disaster, but even the most zealous 
exeTtions to get the boat completely drv are only 
transiently successful before the same old familiar 
problem recurs 

Without belaboring the analogy further, it is well 
known that diabetic control is often a variable and 
sensitive thing, responsive to practically any change 
in the body’s nutritional status, energy balance, or 
metabolic pattern. And since hormones act in large 


part th 


ough an effect on intermediary metabolism, 
it is easy to see that almost any hormonal imbalance 
may influence pre-existing diabetes. 

From the Veterans Administration Hospital, Washing. 


ton, D. C. and the Department of Internal Medicine, 
George Washington University. Present address: Depart- 


ment of Internal Medicine, University of Virginia School 
of Medicine. 

Vresented in part before the annual meeting of the Vir 
ginia Diabetes Association at Virginia Beach, May 13, 
1960 
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Effects of Hormone Therapy in Patients 


JOHN A. OWEN, Jr., M.D. 


Washington, D. C. 


This does not mean that the effect is necessarily 
Table I 


shows that some endocrinopathies are diabetogenic 


important from the clinical standpoint. 


ind some anti-diabetogenic in normal individuals, 
but most patients show little effect either way. Nat- 
urally, pre-existing diabetes would leave the patient 
more sensitive to these influences, but even then the 
effect can be quite variable. Prompt, definitive treat- 
diabetogeni diseases will often restore 
he metabolic state to normal, or at least to what was 
normal for that 


patient. This is also true in the 


hormonal correction of endocrine de ficien 


states. 
(on re pla ement therapy, the seve rity of the diabetes 
eventually returns to what it was before the onset 
of glandular insufficiency 


true when diabetes appears in a patient with pre- 


This is also generally 


existing deficiency, even though at first it may seem 
unusually hard to control. 

In pharma ologik doses, as opposed to physiologic 
hormones may have a definite effect on the severity 
of co-existing diabetes, and may even induce iatro- 
genic diabetes. Perhaps fortunately, only a few hor- 
mone preparations are available in quantity for such 
relatively massive therapy. These few include 
gonadotropins, thyroid hormone, adrenal medullary 
hormones, adrenal cortical steroids, and the natural 
ind syntheti androgens, estrogens, and progestins. 

Without going into their therapeutic indications, 
the gonad tropins may be readily disposed of since 
they appear to have a negligible effect on the general 
metabolic picture, whether or not the patient hap- 
pens to be diabetic. 

Nor-epinephrine is practically never given except 
to combat a life-threatening degree of hypotension, 
in which case the physician would not worry par- 
ticularly about any diabetogenic effects. As a matter 
of fact, no such effects have been known to occur. 
Epinephrine on the other hand, has a definite dia- 
hetogenic effect via its ability to promote glycogenol- 
ysis of glucose from the liver. This effect, however, 
is as short-lived as the better-known effects of 
epinephrine on the cardiovascular system. It would 


probably not be clinically significant except in cases 
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ot prolonged administration of large amounts, e.g., 
in status asthmaticus, angioneurotic edema, or ana- 
phylactic shock. Even here the need for such therapy 
undoubtedly would far outweigh the diabetogenic 
risk and any effect on the blood sugar would pre- 
sumably disappear as soon as the drug was stopped, 
if not before. 

The situation with regard to thyroid hormone is 
quite different. In this case we know that large doses 
will exaggerate the diabetic state, but in the absence 
of hypothyroidism there are few if any disease states 
which demand large doses. 


Taste I. INcipeENcE or Merapouic Errectrs ENDOCRINOPATHIES 


adrenal steroidogenesis. A ketogenic effect of ACTH 
in adrenalectomized animals has recently been dem- 


onstrated® but the Addisonian patient usually doesn’t 
get ACTH except briefly as part of a diagnostic 
work-up. 

The diabetogenic effect of adrenal cortical steroids 
is probably secondary in their inhibitory effect on 
protein anabolism.* As shown in figure 1, the deam- 
ination of the unused amino acids provides the raw 
materials for hepatic glycogen synthesis, or glu- 
coneogenesis, traveling the usual path of glucose 
utilization but in the opposite direction. The release 


GLAND Effect on Cho Metabolism | Reported Incidence 

Pituitary | 
1. Acromegaly ie ont | Diabetogenic; ketogenic 12-40% 
2. Hypopituitarism. . | Spontaneous hypoglycemia | 13% 

Adrenal 
1. Cushing’s .| Diabetogenic | 20-30% 
2. Addison’s | Spontaneous hypoglycemia | 50% 
3. Pheochromocytoma Hyperglycemic, glocosuric 61% 
4. Cong. hyperplasia .| Spontaneous hypoglycemia ? 

Thyroid 
1. Thyrotoxicosis | Diabetogenic 1-10% 
2. Myxedema Insulin sensitivity ? 


Parathyroid, Posterior pitui- 
tary and Gonadal 


Both androgens and estrogens have been reported 
to improve the control of diabetic patients also re- 
ceiving insulin. Experimental evidence supports this 
observation, and it appears that this effect is most 
prominent in poorly controlled diabetes and consists 
mainly in reduction of the fasting blood sugar. The 
mechanisms are poorly understood but may involve 
a dampening effect on the release of glucose from 
hepatic glycogen. Large doses are necessary for this 
effect.1.2,3.4 

Of course, the real villains of the piece are ACTH 
and the adrenal cortical steroids. As noted in Table 
I they are quite potent diabetogenic compounds. They 
are certainly readily available and have been rec- 
ommended in the therapy of every disease from al- 
coholism to xiphoiditis. Furthermore, such a welter 
of new synthetic steroids has appeared, under such 
a variety of trade names, and so frequently in com- 
bination with analgesics, tranquilizers, antacids and 
the like, that it is quite possible to give a patient an 
adrenocortical compound without fully realizing it. 

We can dismiss ACTH by saying that its diabeto- 


genic action is exerted via its stimulating effect on 
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Insignificant 


of glucose from the liver is increased and the fasting 
blood sugar, but especially the tolerance to exogenous 
glucose, show a progressive diabetic trend. The per- 
sistent hyperglycemia stimulates increased insulin 
production; when this becomes inadequate, which 
may be immediately, soon, late, or never, diabetes 
results. 

The effect of steroids on ketone body production 
has been much more difficult to elucidate. Clinically, 
the diabetes of Cushing’s disease has not usually been 
severe, but the administration of steroids to diabetic 
patients often provokes severe ketoacidosis. Animal 
studies have revealed similar discrepancies. Cortisone 
has been found to suppress ketogenesis in the non- 
diabetic adrenalectomized rat,’ but to provoke it in 
the non-adrenalectomized pancreatectomized rat.* The 
best explanation of the discrepancies must hinge on 
the organism’s ability to increase insulin production 
in response to the hyperglycemia produced by the 
steroids. If no such increase is possible, ketosis will 
occur promptly and become a serious problem. The 
mechanism involved is the usual condensation of 


acetate radicals in the liver, when the supply of 
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oxalacetate, their usual means of entry into the 


Krebs cycle, is being used for other purposes, i.e. 
gluconeogenesis. 

Such is the mode of action of hydrocortisone, the 
naturally occurring adrenal steroid. Little if any 
diabetogenic effects have been ascribed to the other 


endogenous compounds, corticosterone, aldosterone, 
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of psychosis and ulcer is often hard to evaluate, it 
seems highly unlikely that any new compound will 
have increased anti-inflammatory activity without a 
concomitant increase in diabetogenic activity. If the 
anti-inflammatory effect is an effect on protein syn- 
thesis, and protein catabolism is a part of gluconeo- 


genesis, it is obvious that these two effects must go 
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Fig. 1—Effects of Glucocorticoids on Hepatic Metabolism. In the normal situation, on the left, 


incoming blocd sugar may be stored as liver glycogen or metabolized to pyruvate. Metabolism 
via the hexose monophosphate pathway (HMP) is believed to be linked to fat synthesis. Pyru- 
vate shares with fatty acids the ability to become acetyl-coenzyme A, which must condense 
with oxalacetate to form citrate and enter the Krebs cycle. Deamination of amino acids results 
in new formation of pyruvate, oxalacetate, and other Krebs cycle intermediates. All of these 
may be metabolized to oxalacetate which then takes a synthetic course to form glycogen which 
may be broken down and released as hepatic vein glucose. This synthetic course does not 
always retrace the steps of glucose breakdown. 

Under the influence of glucocorticoids, on the right, the primary effect is inhibition of protein 
anabolism, with a concurrent excess of amino acids which, deaminated, lead to excesses of 
pyruvate, malate and oxalacetate. The metabolism of the latter is diverted toward gluconeo- 
genesis and the result is impaired glucose tolerance, hyperglycemia, or frank diabetes. The 
steroids also appear to decrease glucose metabolism via the HMP pathway, interfering with 
fat synthesis which results in an increase in acetyl-coenzyme A, derived from fatty acids. 
Since most of oxalacetate is being diverted elsewhere, condensation of the acetyl-coenzyme A 
molecules results with the formation of acetoacetyl-Co A and B-hydroxy-butyryl-Co A. These 
are released in hepatic vein blood as the well-known ketone bodies. 


etc. But the synthetic compounds are legion, and 
their metabolic effects must be carefully scrutinized. 
It is interesting how frequently the manufacturers 
herald the advent of each new synthetic steroid with 
the claim that this drug is x times more potent than 
the last, but much less likely to produce edema, dia- 
betes, ulcer or psychosis. While the edema problem 
has indeed been almost licked, and the true incidence 
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hand in hand." The relative potencies of some of 
the newer synthetic steroids, compared to hydrocor- 
tisone, are shown in Table II. 

With these points in mind, it is a little easier to 
evaluate the hazards of steroid therapy in diabetic 
patients and our ability to reduce those hazards. Sev- 
eral practical considerations are worthy of mention. 


In this day and age, it has become a ritual to begin 
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by saying that before initiating steroid therapy the 
physician must first be sure his patient has a disease 
which is a serious threat to his health, can be helped 
by steroids, and will not respond to other forms of 
treatment. This cannot be over-emphasized, regard- 
less of whether the patient has diabetes or not. 

Once this decision has been made, others follow. 
First a well-controlled diabetic is less likely to get 
into trouble than one poorly controlled. Hence, if 
the need for steroids will permit of some delay, it 
behooves the physician to get the patient into as 
good control possible prior to instituting steroid 
therapy. And it follows that if the patient is a 
“brittle diabetic’, i.e., one that experience has shown 

be never well-controlled, regardless of the ap- 
proach, it may be well to ponder again the need for 
steroids in the first place. 


although this usually is inadequate and insulin must 
be used eventually. If “steroid diabetes’ begins in 
a previously normal patient, it is certainly worth 
while to begin treatment promptly with the oral 
drugs, but success is by no means certain.!#:!8-14 

If continued steroid therapy is absolutely essen- 
tial, yet no conceivable program of anti-diabetic 
therapy seems able to keep the patient from teetering 
on the brink of ketoacidosis, then a new approach is 
needed. The possibilities discussed below have a 
fairly reasonable experimental background, but their 
clinical efficiency has not been firmly established vet 

mainly because in the vast majority of cases sim- 
ply giving enough insulin has been all that was 
necessary. 

One promising maneuver would be to give large 


doses of salicylates in expectation of lowering the 


Tasie Il. Porency or GLucocorTICOIDS (IN RELATION TO HYDROCORTISONE ) 


NAME OF ComPpoUND 


Hydrocortisone (F) 

DOC 

fluoro-F (Fludrisone)...... 
A’ CH;-F (Methyl prednisolone). 
A’-9d-fluoro-16 3-4 )H-F (Triamcinolone). 


Na/K 
Ratio Anti-Inflammatory Hyperglycemic 
l 
50 + 0 
5000 0 
50-100 5-10 
l + 
1-6 
1-6 5 
8-10 
15 25 


In instituting steroid therapy, it seems reasonable 
to increase the dose gradually to the point of barely 
satisfactory control of the disease rather than to start 
off with an arbitrary large dose and work down. 
The latter method makes it more difficult to inter- 
pret changes in the diabetic state, and there is no 
good evidence that it is more efficient anyway. 

During the period of stepwise increase in the dose 
of steroids, the patient should be watched closely, 
needless to say, for increasing hyperglycemia and 
ketonuria. However, a diabetes that is benign even 
after the maintenance dose level has been reached is 
no guarantee that it will remain benign during pro- 
longed therapy. Eternal vigilance is also the price 
of normoglycemia. 

If control does begin to deteriorate under the in- 
fluence of the steroids, and the patient is on insulin, 
he should take more. This is both easy and safe, 
since a reasonable increase in insulin dosage is un- 
likely to cause sudden hypoglycemia under these cir- 
cumstances. If the patient is receiving the oral 


sulfonylurea drugs, their dose may also be increased, 
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requirement for steroids and for insulin simulta- 
neously by different mechanisms. Although neither 
mechanism is well understood, the anti-inflammatory 
effect of salicylates was known to clinicians long 
before cortisone. The hypoglycemic effect, on the 
other hand, was lost and then re-discovered. In a 
recent study of 14 well-controlled diabetics, salicylate 
therapy was able to substitute for insulin completely 
in eight cases and to reduce the insulin requirement 
by 10-72 units daily in the other six. Of course, this 
required rather large doses, equivalent to 10 to 22 
of the usual 5-grain tablets each day, and some side- 
effects were noted in every patient.!° However, in 
the diabetic on steroids it looks like a straw well 
worth grasping at. 

If previous in tolerance to salicylates or evidence 
of peptic ulceration makes such an approach seem 
hazardous, the physician might try phenethylbi- 
guanide (DBI®), instead of salicylates. This com- 
pound appears to follow some sort of a dose-response 


relationship and to be synergistic with insulin. It 
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has been used alone with success in one case of 
diabetes associated with Cushing’s syndrome.!® 

Another approach which has some experimental 
backing is to add testosterone, estrogen, or 17-ethyl- 
19-nortesterone (Nilevar®) to the regimen. Again, 
very little is known of their effectiveness under such 
conditions. But they have been shown to reduce 
markedly the negative nitrogen balance’ in both spon- 
taneous and iatrogenic Cushing’s syndrome. For- 
tunately, there is no evidence that this combination 
interferes with the anti-inflammatory action of the 
adrenal hormones.!* Although no good data is avail- 
able on the carbohydrate metabolism of such patients, 
it seems likely that the improvement in nitrogen 
balance would necessarily be reflected by a reduction 
in gluconeogenesis. 

Conceivably a patient might end up by taking 
cortisone, insulin, salicylates, DBI® and Nilevar® 
in maximum dosage, mortgaging his home to the 
pharmacy, and still manifesting hyperglycemia and 
impending ketoacidosis. 

If this should happen, the physician must choose 
the lesser of two evils and reduce the dose of steroids. 
The watchword here should be to reduce rather than 
to discontinue completely for two reasons: (1) com- 
plete withdrawal of steroids is unnecessary for better 
diabetic control and may in fact precipitate severe 
and repeated hypoglycemia, and (2) sudden with- 
drawal might precipitate an Addisonian crisis which 
could go unrecognized for some time because of the 
coexisting diabetic and inflammatory pictures. 

However, in actual practice the need for this 
agonizing reappraisal is very infrequent. There is 
practically no limit to the amount of insulin that 
can be given to a diabetic who needs it, and it seems 
unlikely that even massive steroid therapy would 
ever produce unlimited insulin resistance. Of course, 
with long term steroid therapy, an insulin require- 
ment of as little as several hundred units per day 
poses serious practical therapeutic problems, not the 
least of which is the financial. 

Problems of hormone therapy in patients with 
diabetes are likely to get more rather than less com- 
plicated in the future. The search for a hypocholes- 
terolemic thyroid analogue is already partially suc- 
cessful; when more satisfactory compounds become 
available a fairly large segment of the population 
will probably be treated with them, and overtreated 
in some cases, and this segment will undoubtedly 
contain a large proportion of diabetic patients. Char- 


acterization of the diabetogenic propensities of these 
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new drugs will be needed very early in the course of 
their study. 

Human growth hormone, a potent diabetogenic 
preparation, may eventually be prepared synthetically 
and have a wide clinical use in situations in which 
a profound protein anabolic state is desired. For the 
diabetic patient it may be a two-edged sword. “Top- 
ical growth hormone” for diabetic ulcers of the feet 
may be one of our most valuable drugs—or one of 
our most misused. Only time will tell. 

Glucagon has already been found to have anti- 
inflammatory activity; it also depresses the appetite, 
and there may be some as yet unknown sulfonylurea 
molecule which will promote glucagon release, from 
the alpha cells much as our current drugs promote 
insulin release. Such a drug might be used as an 
aid in weight reduction or as an anti-inflammatory 
agent. However, the effect of glucagon on the liver 
is glycogenolysis and accelerated glucose release. In- 
creased ketogenesis is invariably associated. This 
could be a very dangerous drug for a diabetic patient 
or, more predicatably, for an obese patient who has 
not been carefully screened for diabetes. On the 
other hand, preliminary reports of combined glu- 
cagon-insulin therapy suggest a synergistic effect on 
glucose uptake by the tissues and some clinical use- 
fulness on that basis. Again only time can tell. 

The seafarer bailing out a leaky boat has a prob- 
lem which, though serious, is not complicated; he 
can decide at a glance which factors will make his 
boat wetter and which will make it drier. The dia- 
betic patient has an equally serious problem, and 
for his physician it is sometimes very complicated 
indeed. If hormone therapy is added to his patient’s 
regimen he may be as much at sea as his patient 
unless he has reviewed his understanding of the bio- 
logical actions of the hormones involved and the 


fascinating biochemical alterations of diabetes itself. 
SUMMARY 


1. While endocrinopathy or exogenous hormone 
therapy may affect a coexisting diabetes, for practical 
purposes this effect is of little significance except 
for the use of adrenocortical steroids in the manage- 
ment of inflammatory or neoplastic disease. 

2. The effect of such steroids is to inhibit protein 
anabolism with a concomitant increased gluconeo- 
genesis and glycogenolysis, leading to an increased 
hepatic release of glucose. Because of impaired fat 
synthesis and diversion of Krebs cycle intermediates, 
ketogenesis is also increased in the absence of insulin. 
Numerous powerful synthetic analogues of hydro- 


cortisone are currently available and their diabeto- 
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genic potency appears to parallel their anti-inflam- 
matory potency. 

3. Diabetic patients should not receive such ste- 
roids unless there is a serious threat to life and health 
which will respond to steroids and to nothing else. 
If such treatment is instituted, the patient should 
be watched carefully with the physician ever ready 
to increase the dose of insulin as soon as there is any 
evidence of deterioration of diabetic control. This 
will suffice to control 99% of such patients. 

4. If this fails, insulin may be supplemented by 
the addition of DBI, anabolic steroids or salicylates. 
If these measures, relatively untried at present, are 
unsuccessful, the dose of steroids must be reduced 
until satisfactory diabetic control is achieved. 

5. Future large-scale use of thyroxine analogues, 
growth hormone, and glucagon will raise new prob- 
lems for the diabetic patient and his doctor. A thor- 
ough knowledge of endocrine physiology and diabetic 
biochemistry will continue to be essential to the 


proper use of hormones in clinical diabetes. 
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Stenosis of Carotid Artery in the Neck 


A Cause of Certain Surgically Remediable Incipient and Actual 


Strokes, with a Report of 12 Surgically Treated Cases 


In approximately 10% of patients 
with stroke-like syndromes, there 
is a narrowing of the lumen of the 
internal carotid artery where it 
leaves the common carotid. Hope 
of cure is offered these people by 
surgical removal of the obstruc- 


tion. 


N RECENT YEARS, it has been demonstrated 

conclusively that stenosis of the carotid artery in 
the neck, usually due to a sclerotic plaque, is the 
cause, in approximately 10 per cent, of the stroke- 
like syndrome and is amenable to surgical correction, 
partic ularly if operated upon be fore complete throm- 
bosis of the internal carotid artery has developed to 
the point of a massive hemiplegia, severe aphasia 
or other devastating neurological signs. Leussenhop! 
states that 80 per cent of patients with intermittent 
transient symptoms of internal carotid insufficiency 
will eventually develop full-blown and permanent 
neurological deficits. 

The syndrome considered in this paper is one of 
the most hopeful developments in cerebral vascular 
disease that has appeared in many years, particu- 
larly as it has proved to be surgically correctable in 
selected cases. The work of Fisher? leaves little 
doubt that carotid insufficiency in the neck is one 
of the important causes of cerebral vascular acci- 
dents, either overt or threatening. In 432 routine 


unselected autopsies in adults, Fisher found occlu- 


From the Department of Neurological Surgery, Medical 
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Read in part at a stated meeting of the Richmond Acad- 
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sion or severe stenosis of one or both of the internal 
carotid arteries at the bifurcation in the neck in 
approximately 10 per cent of cases. Furthermore, 
a clinical-pathological study of 45 cases of occlusion 
of the internal carotid artery at the bifiurcation in 
the neck revealed that, in 85 per cent, severe neuro- 
logical disturbances were produced. Also, Lofstrom, 
Webster and Gurdjian,® in 100 consecutive cases of 
hemiparesis or hemiplegia, found internal carotid 
occlusion or severe stenosis of the cervical portion 
of that vessel to be present in 29 cases, that is in 29 
per cent. By far the most common cause of occlusion 
or stenosis of the carotid artery in the neck is an 
arterio-sclerosis plaque, which begins at the bifurca- 
tion of the artery and slowly encircles the intima 
and occludes the arterial lumen. It is worth noting 
that an arterio-sclerotic plaque at this segment of 
the cervical carotid artery is more common than in 
any other artery in the body, except the abdominal 
aorta. In addition, a super-imposed thrombus on an 
ulcer in the plaque may be the final occluding fac- 
tor or hemorrhage into the plaque itself may sud- 
denly occlude the vessel. 

Fisher further states that if there is any segmental 
stenosis or occlusion of the carotid artery in the neck, 
there is much less likelihood of arterio-sclerotic dis- 
ease in the intracranial branches of the carotid ar- 
tery. In all of the 12 cases we have operated upon 
to date (which will be presented in some detail be- 
low) for removal of a plaque in the cervical carotid 
arterial system, arteriograms have shown fully patent 
intracranial vessels or operation probably would not 
have been done. It is important also to have archo- 
grams showing the subclavian, vertebral and in- 
nominate arteries and their origin, as well as the 
intracranial vessels, in each individual case, to be 
certain that the lesion operated upon in the neck is 
indeed, so far as can be determined, the important 
and significant arterial obstructive lesion. 


De Bakey* has reported a similar situation in the 
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iliacs and femorals distal to occlusions of the ab- 
dominal aorta, i. e., with lower aortic (abdominal) 
occlusion, serious obstructive disease in the more 
distal vessels (femorals, popliteal) is unusual. 

Other causes of occlusion or stenosis of the carotid 
artery in the neck are trauma, dissecting aneurysm 
of the aorta, arterio-sclerotic occlusion of the carotid 
or innominate artery as they arise from the arch of 
the aorta, saddle emboli from the heart, arteritis and 
extrinsic pressure on the carotid by tumors, scar 
tissue from thyroid surgery, or infections in the neck. 
The sequence of events that follows occlusion or 
severe stenosis of the cervical portion of the internal 
carotid artery has been clearly outlined by Francis 
Murphey,® a neurosurgeon, of Memphis. At the 
present time, he believes, from his extensive experi- 
ence in surgery of this vessel, that these lesions may 
be classified generally as (1) ischemic, (2) embolic 
or (3) thrombotic. 

Whether or not occlusion or stenosis of one inter- 
nal carotid artery (without resulting embolus or 
propagating thrombus) will produce symptoms, de- 
pends to a considerable degree upon the adequacy 
of the collateral circulation in the head, as well as 
the patency of the other (opposite) carotid and 
vertebrals, and the stability of the blood pressure. 
Alpers® and his colleagues, in important anatomical 
studies on hundreds of postmortem brains, concluded 
that in only about 50 per cent of cases is there a 
truly normal circle of Willis. Alpers also stressed 
that what develops in the brain after internal carotid 
artery occlusion may be greatly affected by the con- 
dition of the vertebral-basilar vascular segment, and 
both segments, in turn, are very dependent on the 
condition of the posterior communicating arteries. 
He also stressed that anomalies of the circle of Willis 
are very common and involve many patterns. Ana- 
tomical variations in the circle of Willis are im- 
portant in occlusive vascular disease for the estab- 
lishment of compensatory blood flow through the 
circle itself. In brain softenings as seen in post- 
mortem cases, a normal circle of Willis was seen in 
only one-third of the brains studied. Alpers found 
that in the case of internal carotid artery occlusion, 
compensatory blood flow is established by the follow- 
ing five channels: (1) through the circle of Willis, 
from the opposite internal carotid artery, (2) through 
the external carotid artery of the side of occlusion 
by its various branches into the ophthalmic artery, 
(3) from the vertebral system through the circle of 
Willis, (4) through the external carotid artery into 
the vertebral system and (5) through the ipsilateral 
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anterior and middle cerebral arteries. The success 
of surgery in any individual case of plaque removal 
from the carotid artery in the neck is certainly as 
much dependent on the fortunate patency of the 
circle of Willis and the presence of one or more of 
these compensating mechanisms, as it is upon the 
rapidity and skill of the surgery itself. 

If the blood pressure drops in cases of carotid 
artery stenosis in the presence of inadequate col- 
lateral circulation, transitory or permanent cerebral 
ischemic symptoms may develop. Should further 
stenosis of the carotids and/or vertebral arteries 
occur, a state of chronic ischemia may lead gradually 
to progressive senility, psychotic changes and/or 
motor or sensory deficits and speech disturbances or 
other gross neurological deficits. In bilateral stenosis 
of the cervical carotid arteries, marked mental 
changes are occasionally noticed. Following occlu- 
sion of the internal carotid artery in the neck, the 
most common finding is a thrombus which forms 
distal to the plaque and which may propagate up- 
ward to occlude the middle or anterior cerebral ar- 
teries, or a portion of the thrombus may break off 
from movement of or pressure on the neck and float 
upward as an embolus, occluding major or minor 
vessels in the cerebral hemisphere above. There is 
also good reason to believe that mural thrombi form 
just distal to the point of severe carotid stenosis 
and break off as emboli, which may also occlude 
large or small distal vessels. The possibility of such 
catastrophies occurring make it seem more desirable 
to remove surgically the arterial stenosis caused by 
the plaque, than to utilize a shunt procedure, as is 
done in some clinics, which may work perfectly well 
so far as restoring blood to the internal carotid ar- 
tery above the occlusion, but does not deal with the 
underlying pathological lesion itself, which can be 
the source at any time of a thrombus or an embolus 
even though the shunt was placed above the point 
of carotid stenosis. 

Occlusion or partial stenosis of the common carotid 
artery in the neck on one or both sides can produce 
a readily observed and varied symptomatology, which 
ranges from mental deterioration through “strokes” 
to mimic brain tumor, brain hemorrhage, multiple 
sclerosis and the whole gamut of so-called degenera- 
tive nervous diseases. Strangely enough, major con- 
vulsive seizures have been rather rare in most cases 
of carotid occlusion reported to date. Fortunately, the 
onset is usually heralded by prodromal symptoms, 
such as transient numbness of the face, arm or hand, 


slight weakness of the hand or leg, momentary apha- 
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sia, a feeling as though the patient might faint, etc. 


It is at this point that careful examination of the 
carotid arteries in the neck for stenosis should be 
made, as removal of the sclerotic plaque then may 
well result in dramatic permanent improvement in the 
patient’s cerebral circulation and general neurologi- 
cal status, and also prevent further complications 
from such a lesion if left in situ. On the whole, dem- 
onstration of reduction in intra-ocular arterial pres- 
sure by ophthalmodynamometer studies and dimin- 
ished or absent pulsation of the carotid artery as 
palpated through the pharynx are the most reliable 
signs of pathological and significant occlusion of 
the internal carotid artery in the neck. Palpation of 
the carotid artery in the neck, externally, is rather 
dangerous when it is done on the opposite side, and 
bruit is not too reliable in the neck on the side of 
the lesion, but is much more significant when found 
on the side opposite the suspected stenosis. Unusual 
head pains and even facial pains have been reported 
in well documented cases accompanying early or 
threatening thrombosis of the carotid artery in the 
neck. 

Luessenhop described four types of onset of stenosis 
(1) Rapid and 


severe, with neurological deficit reaching the peak 


of the carotid artery in the neck. 


almost immediately or not later than 48 hours, with 
a high initial mortality, a very low incidence of 
worsening after onset and a fair degree of substan- 
tial recovery. (2) Gradual or spasmodic, with neu- 
rological deficit of more gradual development which 
did not reach fully intensity in less than 48 hours, 
but more frequently in a week to a month, or even 
later. In many cases the initial symptoms waxed and 
waned and occasionally subsided for protracted 
periods. This group showed increased incidence of 
worsening. (3) Intermittent, with rapidly recurring 
and reversible neurological manifestations, which in 
many cases were subjective, such as numbness of the 
face or fingers, weakness in one arm, dysphasia last- 
ing for a few minutes. In this group it was found 
that by the end of one year SO per cent of these 
patients, which were typified in many of our cases 
reported in this paper, were (if not operated upon) 
permanently afflicted with neurological deficits. (4) 
Associated symptoms, in whom the initial signs and 
symptoms were seizures, fleeting blindness, head- 
aches, syncope or psychic changes. These symptoms, 
except for the fleeting blindness, may persist for 
years before permanent lateralizing signs supervene. 

Once massive occlusion of the middle cerebral 


artery (with aphasia and hemiplegia of a gross de- 
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gree) has developed, with or without coma, the 
prognosis is not nearly so good (although still satis- 
factory in an occasional case) as in those patients 
who are only partially occluded at the time of opera- 
tion. With this statement, there is universal agree- 
ment by all surgeons. 

So far as is known, there are no purely clinical 
neurological findings upon which one can base a 
diagnosis of internal carotid artery stenosis or occlu- 
sion in the neck with absolute certainty. Some in- 
vestigators believe that it can be done without arteri- 
ography as a rule, fearing the occasional complica- 
tion of arteriography. In our clinic, we believe that 
arteriography is a sine qua non for absolute precise 
localization of these lesions in the carotid artery in 
the neck or elsewhere, and it is carried out as a pre- 
liminary diagnostic procedure in all of our suspected 
cases. 

However, certain additional maneuvers, together 
with the history and neurological findings, may allow 
positive diagnosis in many cases, even before arteriog- 
raphy. Palpation of the artery in the neck may 
reveal a complete lack of pulse in the entire carotid 
on one side and one may even feel the pulseless 
artery reduced to a firm cord. Particularly is this 
helpful when it is found in the pharynx, intraorally. 
Auscultation may be of value in a high grade steno- 
sis (but not in complete occlusion) in which one may 
hear a typical systolic bruit over the bifurcation. 
Another maneuver of considerable importance, which 
should be carried out with caution, however, is that 
described by Gurdjian, Webster, et al‘ of compres- 
sion of the opposite common carotid artery. After 
15 or 20 seconds, syncope or even a convulsion may 
occur if there is now bilateral carotid insufficiency. 
Care should be taken also during this maneuver to 
compress the common carotid below the carotid sinus 
at the bifurcation, because hypersensitivity of the 
sinus may confuse the issue and produce syncope. It 
must be remembered, however, that manual com- 
pression of the carotid artery uniformly produces 
syncope in patients with anterior cerebral artery 
occlusion alone, whereas, syncope does not occur on 
carotid compression in patients who have occlusion 
of the middle cerebral artery alone. It has also been 
determined that the use of the ophthalmodynamom- 
eter, with which the blood pressure in the retinal 
artery can be measured, is very helpful in these cases. 
It is typically found definitely or markedly reduced 
in positive cases of carotid artery occlusion in the 
neck or elsewhere. 


It is well known that if one carotid artery is oc- 
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cluded, pressure above the point of occlusion and in 
its branches is usually reduced 40 to 50 per cent. 
The finding of a significantly reduced blood pressure 
in the retinal artery on the side under suspicion is 
suggestive of occlusion or severe stenosis of the caro- 
tid, but of course does not precisely localize the 
site of obstruction in the artery. 

The frequency of marked personality changes 
and so-called psychotic reactions in the middle and 
older aged group with cervical carotid stenosis leads 
us to urge that psychiatric evaluation of middle 
aged or elderly patients in the future should certainly 
include careful angiographic study of the carotid 
circulation on each side of the neck, as our case #1 
(see below) illustrates. 

It is our present impression that every patient who 
had a cerebral vascular accident, which apparently 
involves the carotid circulation, should have bilateral 
carotid arteriography as soon as compatible with his 
condition. If the lesion is not found in the carotid 
circulation and reasonable doubt exists as to its 


‘location, vertebral arteriography should be carried 


out also. Even when carotid arteriography is carried 
out for presumed intracranial arterial disease, such 
as an aneurysm of the circle of Willis, the carotid 
artery bifurcation in the neck should also be visual- 
ized on all the x-ray films in all cases when any 
arterial disease in the head or neck is suspected and 
when any surgery on any part of the carotid vas- 
cular tree is anticipated. Finally, the upper thorax 
should also be visualized in these angiographic films 
to show the arch of the aorta and the innominate and 
carotid and subclavian vessels coming off of it, as 
occasionally arterial stenosis is found of surgical 
importance in such an area requiring primary oper- 
ative attack by the vascular surgeon. Furthermore, 
it has been emphasized recently? that approximately 
10 per cent of patients who were studied under a 
presumptive diagnosis of cerebro-vascular disease, 
were eventually proved to have surgically important 
intracranial mass lesions, such as tumors or subdural 
hematomas. 

Our present method of operating on these cases 
of carotid stenosis in the neck is as follows: 

In individuals suspected of having carotid stenosis, 
especially those who have a reduced pulsation of the 
carotid in the neck, a bruit or thrill at the site of 
bifurcation, and whose retinal artery pressure is 
definitely reduced, as shown by ophthalmodynamom- 
eter readings, an arteriogram is carried out. If 
significant cervical carotid stenosis is seen on these 


films, operation is planned and may even be pre- 
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cipitated or made urgent by the rapid development 


of symptoms after arteriography, as in a recent case 


of ours (see case #7, infra) in which the arteriogram 
was done to rule out a temporarily “silent” carotid 
stenosis at the bifurcation, to be followed (within 24 
hours) by frequent attacks of weakness and numb- 
ness of the left side of the face (the arteriogram 
having been done on the right side) and which re- 
quired urgent operation to remove successfully a 
large calcified plaque from the bifurcation of the 
carotid artery on the right side. 

Apparently (and we have noticed this in other 
cases) the actual performing of the arteriogram itself 
may precipitate changes either from the spasm of 
the artery or perhaps the breaking off of a small 
embolus from a plaque incident to the arteriography 
procedure; this therefore may require urgent opera- 
tion in a day or two or even sooner, after arteri- 
ography has been carried out in a more or less routine 
leisurely fashion. 

Local anesthesia is now insisted upon, unless the 
patient is extremely restless and uncooperative, as 
we like to test the ability of the patient to move the 
opposite arm and leg on command, the ability to 
speak if the left carotid artery is being operated upon 
in right-handed individuals, and so forth, for a 
minimal period of 10 minutes when the internal 
carotid is completely, although temporarily, occluded 
with a clamp before it is opened for removal of the 
plaque. 

A cervical plexus block with novocaine is ideal if 
carried out by an expert anesthesiologist, and every 
effort is made to keep the blood pressure from drop- 
ping appreciably by making certain that the head is 
low at all times during the operative procedure. 

A small amount (45 milligrams) of heparin is 
given intravenously as the carotid artery is incised 
(preferably transversely to prevent narrowing at the 
time of suture) to remove the plaque. At present, 
we do not heparinize the patient otherwise, before 
or after the procedure, as is done in some clinics. 
We also do not use hypothermia, as to do so renders 
the patient unconscious and again neurological test- 
ing during the preliminary temporary occlusion of 
the vessel cannot be carried out. Also, hypothermia 
tends to lower the blood pressure, which is always 
undesirable during an operation for carotid stenosis. 
We consider this extremely important (the conscious 
state of the patient) for if occlusion of the internal 
carotid artery for a few minutes (preliminary to 
incision of the artery) results in aphasia or weakness 


of an arm or leg, obviously it cannot safely be oc- 
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cluded during the operative procedure without a 
shunt being in force at the time. A shunt, of course, 
is perfectly feasible and we have it ready now at the 
time of surgery so that it might be utilized if tem- 
porary clamping of the vessel is not well tolerated 
by the patient. In performing arteriotomy using 
some type of shunt procedure, extending from the 
common carotid artery below the point of stenosis to 
the internal carotid artery above that point, it is 
necessary to provide continuous blood flow around 
the stenosis during the operative procedure. In prac- 
tically all cases we find that when one occludes 
the common carotid and also the internal and ex- 
ternal carotid arteries with clamps for a period not 
exceeding 14 or 15 minutes, (provided preliminary 
testing by occlusion for 10 minutes or more with a 
clamp does not produce gross neurological deficit) 
usually no serious or permanent neurological penalty 
will result if the blood pressure is not allowed to 
drop very appreciably during the operative procedure. 

The following 12 cases, presented in some detail, 
were operated upon recently in our clinic for stenosis 
of the cervical carotid artery due to an arterio-scle- 
rotic or cholesterinized plaque: 

Case No. 1 (our first surgical case operated upon 
by Residents J. Botton and I. Rinaldi) was a 63 
year old right-handed, white female, who was ad- 
mitted to the Medical College of Virginia Hospital 
on January 26, 1959. She had demonstrated progres- 
sive mental deterioration, characterized by gradual 
melancholic depression, bout of anxiety, episodes of 
hallucination and aggressive behavior and was in 
the psychiatric department for evaluation at the time 
of our surgical intervention. In one of these episodes 
she had seized a butcher knife and expressed a desire 
to kill her husband. In the vear previously (1958) 
she had developed a left-sided hemiparesis involving 
the face and arm, which had gradually improved, 
leaving only an occasional episode of hypoesthesia 
and paresthesia over the tips of the fingers of the left 
hand, without motor deficit. 

Neurological examination revealed only a very 
slight left central facial palsy; the pulse of the right 
common carotid artery was markedly reduced on 
palpation in the neck. A thrill was palpable and a 
murmur or bruit could be heard on auscultation of 
the right lateral cervical region. The pulses of the 
external carotid branches (facial and superficial 
temporal arteries) were strong bilaterally. No caro- 
tid compression test on either side was made at this 
time, but later on it failed to increase the hypo- 
esthesia of the left hand, nor did it provoke fainting 
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or blindness in either eye. Skull x-ray films disclosed 
no abnormality. The electro-encephalogram showed 
considerable slowing over the right cerebral hemi- 
sphere when the left common carotid artery was be- 
ing compressed. No slowing occurred when the right 
common carotid was being compressed. An arterio- 
gram of the right common carotid artery showed 
stenosis of the bifurcation of that vessel in the neck 
(Fig. 1). On February 4, 1959, the first of our 


Fig. 1. (Case 1) Preoperative arteriogram, lateral view, 
showing segmental stenosis of proximal portion of the 
right internal carotid artery (arrows). 


series of operative attacks on cervical carotid stenosis 
was carried out, now totaling 12 cases (see below). 
Thromboendarterectomy was performed under cervi- 
cal block anesthesia (Figs. 2, 3, 4). A large plaque 
was removed at the carotid bifurcation without undue 
incident, after placing a Potts clamps (below the 
lesion) on the common carotid artery and umbilical 
tapes on the internal and external carotid arteries 
above the lesion. Excellent back flow was obtained 
from both the internal and external carotid arteries. 
In this first case, complete occlusion of carotid artery 
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Fig. 2. (Case 1) Operative field showing the bifurcation 
of the right common carotid artery (cc) the external 
(ec) and internal (ic) carotid arteries. The superior 
thyroid artery and the descending branch of the hypo- 
glossal nerve are also visible (arrows). 


Fig. 3. (Case 1) Shows opened bifurcation of the common 
carotid artery with endarterectomy and plaque removal 
about to begin, Potts clamp occluding common carotid 
artery. 


blood flow was carried out for a period of 25 min- 
Fifty milli- 
grams of heparin sodium was given intravenously at 


utes, no hypothermia being utilized. 


the beginning of the arteriotomy. Toward the end 
of the procedure, the patient developed a slight left 
sided hemiparesis, most marked in the arm. This 
lasted 20 minutes and by the time the operation was 
complete the hemiparesis had entirely disappeared. 
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Fig. 4. (Case 1) Shows suture of the wall of the external 
and common carotid arteries after removal of the large 
cholesterinized plaque. 


Postoperatively, the patient did well, both with re- 
spect to cerebro-vascular circulation and the absence 
of neurological signs and further impairment by her 
psychosis. No neurological deficit had developed at 
the time of discharge and the preoperative facial 
weakness on the left side also disappeared. A follow 
up carotid arteriography was carried out on April 
4, 1959, exactly two months after the operation, and 
showed an excellent restoration of blood flow in the 
carotid bifurcation on the right side (Fig. 5). The 
patient has continued to do well in that there has 
been an absence of neurological deficit after opera- 
tion, and also improvement in her psychosis. The 
patient was last seen on June 8, 1960, and was then 
in excellent condition, 16 months postoperatively, 
except for hypertension (180/110). No neurological 
deficits have developed to date. 

Cas. No. 2 was a 67 year old white female, the 
wife of a physician, who had _ noticed transient 
attacks of weakness and numbness of the right face 
and hand, with momentary aphasia for several months 
before admission. She was admitted to the Medical 
College of Virginia Hospital on August 17, 1959, 
and discharged improved on September 26, 1959. 
It was thought that she very possibly has insufficient 
carotid circulation in the left side of her neck, as 
one could not feel the left internal carotid artery 
pulsating, or very feebly at most, above the bifurca- 
tion, whereas it could be palpated easily on the right 
side at all levels. There was slight weakness of the 
grip of the right hand. A left carotid arteriogram, 
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Fig. 5. 


(Case 1) Postoperative arteriogram of the right 
carotid system showing complete restitution of the lumen 
of the internal carctid artery (see Fig. 1 supra.). 


using 50 per cent hypaque under local anesthesia, 
showed marked narrowing of the bifurcation of the 
common carotid artery on the left side indicating 
marked cerebro-vascular insufficiency in the left 
cerebral hemisphere, resulting from this lesion, prob- 
ably a plaque (Fig. 6). 

At operation, done in collaboration with Dr. Henry 
Royster, during which the common carotid and the 
internal and external carotid arteries were occluded 
completely for 13 minutes and heparin utilized intra- 
venously with local anesthesia and no hypothermia, 
a large plaque was removed from the bifurcation (on 
the left side) of the common carotid artery. She toler- 
ated the procedure well, but was so markedly sedated 
preoperatively by a combination of scopolamine, 
demerol and nembutal that she could not be aroused 
at all during the operative procedure and was 
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Fig. 6. (Case 2) Lateral preoperative arteriogram of the 
cervical carotid system on the left side, showing exten- 
Sive stenosis at the level of the bifurcation and proximal 
external and internal carotid arteries (arrows). 


found to have a moderately severe hemiparesis on the 
right side in the recovery room an hour or more 
postoperatively, with aphasia also. This steadily 
improved, however, and under the expert guidance 
of Dr. Richard Kirkland, who instituted anticoagu- 
lant therapy with coumadin, her speech and motor 
power improved markedly before discharge on Sep- 
tember 26, 1959. She has been seen on several 
occasions since that time and is now well, with re- 
spect to weakness of the right arm and leg. Her 
speech is also entirely normal. She was last seen 
on June 8, 1960, almost 10 months postoperatively, 
and there is now no neurological deficit. 

The chief lesson learned from this case is that 
the patient should not be sedated heavily preopera- 
tively, so that he can be aroused and spoken to dur- 
ing the operation and motor power and speech prop- 
erly tested. In subsequent cases, only sodium pheno- 
barbital or other mild sedation was given with a 
cervical plexus block with procaine as the basic 
and the only anesthesia in most of these patients. 


Case No. 3 was a 48 year old colored male, a 
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known alcoholic, who was admitted to the hospital 
on October 30, 1959, with the history of a fall eight 
days prior to admission. Allegedly, the patient had 
been unconscious for an undetermined period of 
time. A few days later, he developed speech diffi- 
culty which became more severe and associated with 
progressive right sided weakness. 

On admission, the patient was able to talk, but 
his speech was very slurred and at times unintel- 
ligible. A right hemiparesis was present, most marked 
in the branchial distribution. The right muscle stretch 
reflexes were hyperactive. 

Shortly after admission, a left carotid angiogram 
was done under local anesthesia. The films showed 
complete occlusion of the internal carotid at its origin 
from the bifurcation of the common carotid artery. 
Endarterectomy was done under cervical novocaine 
block and a large plaque was removed. A thrombus 
was present in the internal carotid and was suc- 
tioned out, without obtaining back flow. Flow in the 
external carotid was excellent. 

Postoperatively, the patient did well, with gradual 
improvement being observed. He was discharged 
about one month after admission with only mild 
weakness in the right hand and fingers and very 
mild dysphagia. No follow up was available. 

Case No. 4 was a 47 year old colored female, right- 
handed, who was admitted on December 21, 1959, 
with a history of gradual onset of weakness of the 
right leg about five days prior to admission. Some 
weakness had been present in the right arm, at the 
onset, but it had gradually cleared in a few hours. 
The following day, however, the right arm again 
became weak and the patient noted also the onset 
of speech difficulty of the motor type. The right leg 
showed some improvement in strength before admis- 
sion. There was nothing significant in her past 
history. 

On admission, the patient showed severe proximal 
flaccid paralysis of the right upper extremity. There 
was moderate hesitancy in speech. There was no 
facial weakness present, no motor weakness detect- 
able in the right lower extremity, and no abnormal 
reflexes were elicited. Some mild euphoria was also 
noted. 

The carotid, superficial temporal and_ brachial 
pulses were strong and equal bilaterally and no bruit 
or thrills were present. Blood pressure was 130/90 
in both arms. 

Bilateral common carotid angiograms were done 
under local infiltration anesthesia, using 50 per cent 
hypacue, uneventful. The films showed mild nar- 
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rowing of the proximal portion of the left internal 


carotid artery. Under cervical block anesthesia, en- 
darterectomy of the bifurcation and the internal 
carotid artery was performed, on December 31, 1959. 
A large plaque was easily removed. The entire pro- 
cedure, with the common, internal and external caro- 
tid arteries clamped, took 11 minutes. No neuro- 
logical deficit developed during the period of complete 
occlusion. 

Rapid and progressive improvement was already 
noted on the day following the operation and con- 
tinued until the patient was discharged on January 
10, 1960. Follow up observations have shown no 
clinical evidence of neurological deficit. 

Case No. 5 was a 71 year old white male, who was 
admitted on January 7, 1960, with the history that 
three to four weeks prior to admission he had de- 
veloped visual disturbance which has gradually sub- 
sided. About one week before admission, the patient 
had become aware of left temporal headache and 
moderate weakness of his right hand. From then on 
a rapid mental deteriation had ensued. 

On admission, he was found to be severely dys- 
phasic with both a motor and receptive component. 
Incontinence of urine and feces was present. Con- 
fusion and lack of cooperation made impossible the 
testing of motor power. Deep tendon reflexes were 
increased bilaterally. The carotid pulses were equal 
and strong. 

Bilateral carotid angiograms showed extensive and 
marked narrowing of the left internal carotid at its 
origin from the common carotid artery. Endarterec- 
tomy was performed on January 13, 1960, the period 
of complete occlusion being 9.5 minutes. 

Postoperatively the patient has done quite well. 
His speech has improved considerably and the mental 
confusion has completely disappeared. No gross 
neurological abnormality is now detectable. 

Case No. 6 was a 49 year old white male, who 
was admitted on January 5, 1960, with the history 
of suddent onset of delusional ideas and hallucina- 
tions. The memory was markedly impaired. Of in- 
terest is the past history, in that he had had a left 
hemiplegia in 1949, which left him with a residual 
spasticity of the left limbs. The patient at that time 
was found to be hypertensive and a bilateral thora- 
columbar sympathectomy had been performed, with 
successful lowering of the blood pressure. 

On admission, besides his mental status, the pa- 
tient presented only a residual left sided spasticity 
and weakness, with some slurred speech. The carotid 
pulses were strong and equal. 
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Bilateral carotid angiograms showed moderate 


narrowing of the bifurcation of the right common 
carotid artery, with extension into the proximal por- 
tion of the internal carotid artery. On January 12, 
1960, a right endarterectomy was done, with a total 
occlusion period of 9.5 minutes. No significant 
change in his mental status occurred. 

On February 9, 1960, a postoperative angiogram 
was obtained. It showed full patency of the arteries 
in the neck, with only a very mild ectasia at the level 
of the bifurcation and proximal internal carotid. 

Case No. 7 was a 70 year old white female (left- 
1960, 
because of severe left retro-orbital pain and diplopia 


handed) who was admitted on January 23, 


for a few days prior to admission. Dizziness had 
also been present. Of interest in the past history 
is the fact that since October 1959 she had been 
having intermittent spells of a tingling sensation in 
the left hand. The patient had had hypertension for 
many years. The neurological examination was en- 
tirely negative. Bilateral carotid bruits and thrills 
were present. 

Bilateral carotid angiograms showed the presence 
of a large plaque at the level of the bifurcation of 
the left common carotid artery, extending into the 
proximal internal carotid. On the right, severe nar- 
rowing of the internal carotid was seen. Following 
the right sided angiogram, which had been done 
after the left one under local anesthesia, episodes of 
numbness of the left side of the face, left hand and 
arm began to occur. Mild dysarthria was also noted; 
the patient was left-handed. Very mild motor weak- 
ness of the left side also became apparent. Emer- 
gency exploration of the right sided carotid bifurca- 
tion was done under cervical block. By the time the 
skin incision was being made, the patient had a 
frank left hemiparesis. Endarterectomy was _per- 
formed in 12 minutes, without any additional neuro- 
logical deficit resulting. Shortly after surgery was 
completed, the only neurological deficit noticeable 
was slight weakness of the left hand, which gradually 
improved so that at the time of discharge, on Feb- 
ruary 8th, only weakness of the left thumb was 
present. 

Case No. 8 was a 77 year old white female who 
was brought to the emergency room on February 24, 
1960, unconscious, with Cheyne-Stokes respiration 
and blood pressure of 160/70. The only history 
available was that she had been found in this con- 
dition. On admission, a left hemiplegia was present. 
A right Horner’s syndrome was also seen and the 
left temporal pulse could not be felt. The carotid 
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pulses in the neck were present bilaterally and equal. 

A right carotid angiogram was done under local 
anesthesia, with marked stenosis of the bifurcation 
of the common carotid artery being demonstrated, 
extending both into the internal and external carotids. 
Endarterectomy was performed with the removal of 
a very large stag horn-like plaque. Very poor back 
flow was obtained from the distal internal carotid 
artery. The time of complete occlusion was 14 min- 
utes. 

Immediate improvement in the left sided motor 
weakness and confusion became apparent after sur- 
gery. The patient began to respond more actively 
and could move all her extremities quite well. How- 
ever, on February 27th, two days after surgery, she 
developed bilateral bronchopneumonia and rapidly 
deteriorated and died. 

Case No. 9 was a 59 year old white male, who was 
admitted on February 2, 1960, with the history of 
loss of consciousness and generalized seizures. These 
seizures were recurrent and after the last one, the 
patient was found to have a right hemiplegia and 
marked mental confusion with motor aphasia. 

He had been admitted to the hospital many times 
in the past because of polycythemia vera, had been 
treated in 1953 with radiocative phosphorus 32, and 
aortic and bilateral common iliac artery vascular 
grafts, to correct arterio-sclerotic involvement of these 
vessels, were inserted successfully in October and 
November 1957. On admission, the left carotid pulse 
was weaker than the right and a bruit was audible 
over the left-sided bifurcation. 

A left common carotid angiogram was done and 
showed marked narrowing of the bifurcation, ex- 
tending into the internal carotid artery. On Feb- 
ruary 26th, under cervical novocaine block, a left 
endarterectomy was performed with an occlusion 
time of 10.5 minutes. Almost immediate recovery 
occurred with no neurological deficits evident from 
the day after operation. 

Case No. 10 was a 56 year old colored female, who 


was admitted on March 5, 1960, with the history 
of sudden loss of consciousness followed (upon re- 
gaining consciousness) by a left sided motor weak- 
ness, which rapidly disappeared (by the time she 
arrived in the hospital). 

The past history revealed the occurrence of a 
stroke, with resulting left sided weakness, five years 
prior to admission. This weakness had subsided 
completely in one month. The patient had been 
hypertensive for several years. On admission, she 
showed no neurological abnormality whatsoever. The 
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blood pressure was 220/110 in both arms and glau- 
coma of the left eye was present. The day after 
admission a right carotid angiogram showed severe 
narrowing of the internal carotid and of the bifurca- 
tion also. Endarterectomy was performed with a 
14 minute occlusion time and with no evidence of 
neurological deficit ensuing after the occlusion and 
operation. A large plaque was easily removed. Ex- 
cept for some transient mental confusion, which 
occurred the day after surgery, the patient made an 
uneventful recovery. She was discharged on March 
26, 1960, with no evidence of neurological deficit, 
and was last seen in the clinic on April 6, 1960, with 
no disability at that time. 

Case No. 11 was a 67 year old white male with 
a history of sudden onset of slurred speech and 
“drawing of the face to the right;’’ he was admitted 
on March 14, 1960. On admission, the blood pres- 
sure was 240/140 in both arms. 

In the past, the patient was said to have had three 
strokes, but the informant was not certain about the 
time and exact nature and side of the three strokes. 
No motor deficit was present on admission. A right 
Babinski was elicited. The left pupil was slightly 
larger than the right. The speech was slurred. Bi- 
lateral carotid angiography disclosed marked narrow- 
ing of the left carotid bifurcation, extending into 
the external and internal carotids. Left-sided carotid 
endarterectomy was performed under general anes- 
thesia (because of lack of cooperation) with 14 min- 
utes of complete occlusion (Figs. 7, 8). 


(Case 11) Typical surgical specimen of the occlu- 
sive lesion showing the “cast” of the bifurcation of the 
common carotid artery, the internal and external carotid 
arteries and the beginning of the superior thyroid artery. 
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Fig. 8. (Case 11) Cross sections of the specimen shown 
in Fig. 7 (above), showing almost complete occlusion 
of the proximal internal carotid artery (ic), thus ac- 
counting for the severe neurological deficit that these 
lesions can produce. 


Postoperatively, the patient showed no gross neuro- 
logical deficit, except perhaps for very mild weak- 
ness of the right hand and fingers. On March 27, 
five days after surgery, he began to show signs of 
mental deterioration, still without motor weakness. 
Slowly, however, he lapsed into coma and died on 
April 1, 1960, 10 days after operation. 

Case No. 12 was a 51 year old male; he was 
admitted on the Medical Service in April 1960, with 
a history of transient weakness of the right hand 
which had occurred in June, 1959. In August, 1959, 
he had had a sudden onset of slurred speech, from 
which he recovered in about one week. In November, 
1959, the patient developed speech difficulty again 
accompanied by generalized weakness and fatigue. 
At this time, he was also found to have protrusion 
of the right eye. Since January, 1960, the patient 
has had some impairment of memory and also some 
clumsiness of both hands. On admission, he was 
found to have mild ataxia and a positive Romberg 
sign. His speech was slurred and there was very 
mild weakness of the right side of the face and the 
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right arm, with a positive Babinski being present 
on the right side. Furthermore, the patient was 
hoarse and had weakness of the right trapezius and 
sternomastoid muscles. The tongue deviated to the 
right and there was weakness of the right soft palate. 
There was also a definite right-sided exophthalmos. 
The blood pressure was 180/100 in both arms. A 
loud bruit was audible at the level of the bifurcation 
of the left carotid artery. A study of his thyroid 
status disclosed marked hyperthyroidism which was 
treated with I 131. A lumbar puncture revealed 
normal spinal fluid. 

He was readmitted on May 19, 1960 on the Neuro- 
surgical Service. Left subclavian, left carotid and 
right carotid arteriograms were carried out. ‘They 
showed marked narrowing of the origin of the bi- 
furcation in the left cervical carotid artery and slight 
narrowing at the origin of the left vertebral artery. 
On May 27, 1960, the left carotid arterial system 
in the neck was explored. The pulse appeared to be 
good throughout the length of the exposed vessel. 
No definite plaque could be felt with the palpating 
finger. However, an arteriotomy incision was made 
at the level of the bifurcation and a large plaque was 
found occluding approximately 75 per cent of the 
internal carotid arterial lumen (Figs. 9, 10). Throm- 
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Fig. 9. (Case 12) Another typical surgical specimen show- 
ing “cast” of extremely thickened intima removed from 
the proximal internal carotid artery, extending for a 
short distance into the external carotid artery as well 
and superior thyroid artery. 


bo-endarterectomy was carried out, the period of 
complete vascular occlusion being 10.5 minutes. The 


procedure was performed under local (novocaine) 
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anesthesia. Postoperatively, the patient has done well 
in every respect. 
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Fig. 10. (Case 12) Cross sections of the lesion shown in 
Fig. 9 (above) demonstrating the extensive prolifera- 
tion and degeneration of the intima with severe reduction 
of the lumen of the internal carotid artery. This speci- 
men shows the ease with which an embolus or thrombus 
could form from this parent lesion. 


CONCLUSIONS 

Twelve surgically treated patients are presented 
with carotid stenosis in the neck from our clinic, 
demonstrating the characteristics of a selected group 
of surgically favorable arteriosclerotic lesions of the 
cervical carotid arteries, particularly in the nature 
of stenosis, rather than complete occlusions. If the 
progress and significance of symptoms is properly and 
promptly recognized in the individual case, and the 
lesion demonstrated angiographically ard surgically 
removed before complete occlusion of the carotid has 
developed in the neck with massive hemiplegia or 
aphasia, or both, an excellent result in restoration 
of cerebral circulation can be achieved in many 
cases, often with gratifying long term beneficial 
effects, as demonstrated by most of these patients 
(herein reported) and by many others now recorded 
in the recent medical literature from different clinics 
throughout the world. 
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Frozen Foods Safe, Nutritious 


Frozen foods handled according to good commer- 
cial practice are “safe, nutritious, and flavorful,” 
according to a report in the October 29th Journal of 
the American Medical Association. However, studies 
showed frozen precooked foods, such as poultry pies 
and prepared dinners, ‘offer ideal conditions’ for 
contamination. 

In a report to the A.M.A. Council on Foods and 
Nutrition, Horace K. Burr, Ph.D., and R. Paul EI- 
liott, M.S., Western Regional Research Laboratory, 
U.S. Department of Agriculture, Albany, Calif., said: 

“The inherent protective mechanisms found in 
frozen raw meats, fruits, and vegetables are not pres- 
ent in frozen precooked foods of a moist, bland, neu- 
tral nature, such as poultry pies and prepared 
dinners. Few incidents of food poisoning have been 
reported. 

“Theoretical possibilities of outbreaks, however, 
are inherent in these precooked foods. They often 
are contaminated with bacteria in the food plant after 
they are cooked and offer ideal conditions for bac- 
terial growth. 

“Thorough heating of a precooked food by the 
housewife always is advisable.” 

The authors pointed out that firms with mass 


production and laboratory control can maintain low 
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bacterial levels. In the past 10 years, competition 
has eliminated many smaller firms which used kitch- 
en methods without laboratory controls. 

Many bacteria are killed in the freezing process 
or in subsequent storage. Food poisoning organisms 
usually cannot grow at temperatures maintained in an 
ordinary household refrigerator. Therefore, any mi- 
crobial growth in foods held at 40 degrees Fahrenheit 
or below will cause spoilage but will not endanger 
consumer health. 

The studies also showed that frozen foods were 
“remarkably sensitive’ to temperature increases. 

“Whereas most chemical reactions are 20 to 35 
per cent more rapid when the temperature rises 5 
degrees Fahrenheit, certain deteriorative reactions in 
frozen foods may double, triple, or quadruple their 
rates with such a temperature rise.” 

As a means of improving the quality of frozen 
foods reaching the consumer, the researchers said the 
Association of Food and Drug Officials of the United 
States is developing a frozen food handling code. 
Meanwhile, nine industrial associations, represent- 
ing processors, transportation companies, distributors, 
and retailers, are collaborating in the development 


of voluntary standards for industry practice. 


VIRGINIA MepIcaL MONTHLY 


I 
cc 
de 
ti 
p 
d 
ta 
a 
¥ 
te 
| f 
r 
4 
t 


re 


Improved Distensibility and Visualization of the 
Stomach and Duodenal Bulb 


This simple and safe procedure 
increases the diagnostic accuracy 


of the upper G. I. series. 


— CONTRAST EXAMINATION of the 
stomach and duodenum is a necessary part of a 
complete gastro-intestinal series. Determining the 
degree of distensibility and improving the visualiza- 
tion of these organs should be Routine. In 1956, 
Freidenfelt' described a double contrast method for 
examination of the esophagus. His technique was 
particularly applicable to strictures of the esophagus. 

Routinely, we use a powder technique. The pow- 
der consists of equal parts of sodium bicarbonate and 
tartaric acid. Water, upon contact with this powder, 
forms carbonic acid and carbon dioxide gas. Fol- 
lowing the mucosal relief films, several additional 
ounces of barium are administered and the stomach 
and duodenal bulb are observed and spotted in this 
phase. 

In the upright position the patient receives 4 to 
Y teaspoonful of powder (placed on the tongue) 
with 1 ounce of water (water should be kept 
to a minimum). The quantity of powder given de- 
pends on the amount of air already present in the 
fundus of the stomach. The powder dissolves more 
readily in water than in the barium meal and con- 
flicting air bubbles in the stomach are reduced to a 
minimum. 

Several additional ounces of barium solution are 
ingested and double contrast study follows, with spot 
films taken in multiple projections. Bucky films of 
the patient in the standard or modified positions 
complete the examination. Other views are taken 
according to fluoroscopic findings. 

The method is practical. The powder is readily 
available and inexpensive. The examination is easily 
carried out. Most patients retain the liberated gas 
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merely upon advice not to eructate. Changing the 
position of the patient readily moves the gas to the 
desired part of the stomach. 

We have good control of the degree of distension. 
With increasing quantities of powder, there is a 
proportional increase in the amount of gas. The 
examination is not unpleasant. Approximately two 
minutes are added to the routine fluoroscopic exam- 
ination. 

A definite diagnosis will often be made at the 
initial examination. 

DISCUSSION 

The radiological study is the chief method for the 
establishment of pathology and exclusion of disease 
processes in the stomach and duodenum. The stom- 
ach may be completely negative, borderline or pa- 
thognomonic. We have reduced our number of false 
positive diagnoses through routine use of this powder. 

The demonstration of a large and irregular filling 
defect with mucosal destruction does not present 
much difficulty in the diagnosis of carcinoma of the 
stomach. The findings of a crater, relative loss of 
distensibility of the gastric wall, narrowing of the 
antrum, and irregular mucosal folds are suggestive 
of carcinoma, but are also seen in benign disease. 

The cascade type stomach obscures important 
areas. The stomach under the ribs is inaccessible to 
palpation. The fundus and cardia are notoriously 
difficult areas to examine satisfactorily. 

This method will check and confirm distensibility 
of the stomach and improve visualization of the 
stomach and duodenum. Fundal lesions are more 
readily apparent. The extent and location of the 
pathological process is accurately delineated. Exact 
localization of ulcers in the base of the duodenal 
bulb, pyloric channel and pre-pyloric region has 
been more readily accomplished. 

A narrowed antrum, possibly due to spasm, can 
be distended with gas and the mucosal folds checked 
for ulcerations or malignant infiltration. Once a 
spastic antrum has been distended and dilated with 
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gas, one can be more confident in ruling out a 
malignant process. 

The surgeon is better informed preoperatively con- 
cerning the extent of pathology in the stomach. Dis- 
tensibility above and below the malignant lesion 
indicates resectability. Follow up examinations of 
healing pyloric and pre-pyloric ulcers demonstrate 
improved distensibility and visualization of these 
areas. An eccentric pyloric channel is more clearly 
demonstrated. There is improved visualization of 
intraluminal masses with or without ulceration. Some 
cases will present with infiltration of the stomach 
wall without intraluminal extension. The powder 
technique in these cases may well show loss of dis- 
tensibility. 


The duodenal bulb is too often obscured by the 
stomach. The bulb and the loop, however, are often 
seen through the gas-distended stomach. Deformity 
and scarring are at times more readily recognized. 
We have not infrequently seen duodenal ulcers only 
on the air contrast films. 

The gastroscopist pumps air into the stomach in 
an attempt to flatten the mucosal folds. With our 
procedure we accomplish the same thing. Failure 
to obliterate mucosal folds strongly suggests pathol- 
ogy. We have access to the entire stomach regardless 
of size, shape and position. 

The following reproductions illustrate the ad- 


vantage of this method. 


Case #1—A. Polypoid ulcerating tumor mass in the fundus and cardia invading the lower 
Yi 


esophagus, 


B. Air contrast study reveals polypoid tumor in the lower esophagus, fundus and cardia ex- 


tending down the lesser curvature into the upper pars media. Note tumor masses cannot be 
obliterated by distending the stomach with gas. Path: Adenocarcinoma, 
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Case #2—A. Either channel or pre-pyloric ulcer. Cannot exclude malignancy. 
B. Air contrast-location of ulcer is in the pyloric channel. Prepyloric segment distensible and 
not involved. (Subtotal gastrectomy; benign channel ulcer). 


Case #3—A. Probable antral spasm. 
B. Air contrast rules out pathology. 
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Case #4+—A. Lesion is obviously malignant. 
B. 


Powder technique demonstrates extent and location of cancer. Confirms lack of distensi- 
bility and indicates resectability. Note irregular margins in the antrum representing tumor 
infiltration. (Subtctal gastrectomy .or adenocarcinoma of the antrum.) 
the mesentery. Body and fundus not involved. 


Metastasis found in 


Case #5—A. Sliding hiatal hernia and benign gastric ulcer. 
B. Air contrast reveals mucosal folds radiating to the base of the ulcer. Healed ulcer on | ier 
studies. 
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Case #6—A. The air cortrast reveals a normal antrum. 
B. Note polypoid tumor masses in the fundus and cardia as outlined by gas. Anaplastic car- 
cinoma with liver metastasis. 


A 
Case #7—A. Deformed duodenal bulb with questionable ulcer crater. 
B. Air contrast: active duodenal ulcer. 
REFERENCE 
1. Freidenfelt, Hans: Air Contrast Examinition of Esoph- 

agus (A Double Contrast Method). Acta Radio- 
logica 46: pp. 499-503. 

Chesapeake and Ohio Railway Hospital 

Clifton Forge, Virginia 
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Pre-Paid Medical Care... . 


Blue Shield Directors, 1960-61 


At its meeting in Virginia Beach during October, 
1960, The Medical Society of Virginia once again 
made appointments to the Board of Directors of 
Virginia Medical Service Association, the Society- 
approved Blue Shield Plan which has its headquar- 
ters in Richmond. The twelve physicians annually 
appointed by the Society this year will serve as a 
committee of the Society, Dr. William C. Salley, 
Chairman, and will report back to the House of 
Delegates. 

The corporate members of Virginia Medical Serv- 
ice Association (Participating Physicians) when in 
Virginia Beach elected physician-members of the 
Board, and subsequently the Board held an organiza- 
tional meeting at which three persons representing the 
subscribing public and, also, the following officers 
were elected: 

President, Dr. Fletcher J. Wright, Jr., of Peters- 

burg 


Vice-President, Dr. Ernest G. Scott of Lynchburg 


*Walter P. Adams, M.D., Internal Medicine, Nor- 
folk. 

Mr. H. A. Brower, Personnel Superintendent, E. I 
du Pont de Nemours & Co., Waynesboro. 

*F.N. Buck, Jr., M.D., Urology, Lynchburg. 

*Russell V. Buxton, M.D., General Surgery, Newport 
News. 

F. Ashton Carmines, M.D., Orthopedic Surgery, 
Newport News. 

George J. Carroll, M.D., Pathology, Suffolk. 

George Cooper, Jr., M.D., Radiology, Charlottes- 
ville. 

Mr. R. B. Crawford, President, Kilkare Laundry, 
Farmville. 

Mr. John E. Damerel, Director of Personnel, City 
of Richmond, Richmond. 


*Directors appointed by The Medical Society of Virginia. 
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Secretary-Treasurer, Dr. 
Staunton 

Chairman of the Board, Dr. William Grossmann 
of Petersburg. 


McKelden Smith of 


Specialty representation on the new Board can be 
summarized as follows: Internal Medicine, 6; Sur- 
gery, 4; General Practice, 4; one physician each for 
Anesthesiology, Dermatology, OALR, Orthopedics, 
Pathology, Pediatrics, Psychiatry, Radiology, and 
Urology; and eleven persons representing the sub- 
scribing public. The seven-man Executive Commit- 
tee of the Board includes three internists, two sur- 
geons, one general practitioner, and one pediatrican. 

Of the twenty-four physicians on the Board, 
four are officers of The Medical Society of Virginia. 

Concerning geographic representation of the med- 
ical profession, Richmond has six physician-Direc- 
tors; Norfolk, three; Charlottesville, Lynchburg, 
Newport News, and Petersburg, two each; and seven 
other localities, one each. 

A listing of the Directors of Virginia Medical 
Service Association is presented below. 


Frank D. Daniel, M.D., General Practice, 
lottesville. 


Char- 


T. Dewey Davis, M.D., Internal Medicine, Rich- 
mond. 

William Grossmann, M.D., Pediatrics, Petersburg. 

Mr. Harvey Higgerson, Vice President, Central Na- 
tional Bank, Richmond. 

Guy W. Horsley, M.D., General Surgery, Richmond. 

Mr. M. A. Hubbard, Executive Secretary, Virginia 
Farm Bureau Federation, Richmond. 

Mr. William H. King, Attorney, Richmond. 

*Mathew L. Lacy, II, M.D., General Surgery, South 
Hill. 

*R. Campbell Manson, M.D., Dermatology, Rich- 
mond. 

*Claude A. Nunnally, M.D., Internal Medicine, 
Fredericksburg. 


Heth Owen, Jr., M.D., Anesthesiology, Richmond. 
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Mr. Louis H. Peterson, President, Radio Station 
WNOR, Norfolk. 
H. Grant Preston, M.D., Ophthalmology and Oto- 


laryngology, Harrisonburg. 

*Benjamin W. Rawles, Jr., M.D., General Surgery, 
Richmond. 

Mr. George W. Robinson, Tabb, Brockenbrough & 
Ragland, Richmond. 

*William C. Salley, M.D., Internal Medicine, Nor- 
folk. 

*John R. Saunders, M.D., Psychiatry, Richmond. 

Ernest G. Scott, M.D., Internal Medicine, Lynch- 
burg. 


MckKelden Smith, M.D., Internal Medicine, Staun- 


ton. 


Mr. Walter L. Strang, Executive Vice President, 
Richmond Motor Company, Richmond. 

Harry B. Taylor, Jr., M.D., General Practice, Nor- 
folk. 

Mr. E. Hudson Titmus, Jr., President, Titmus Op- 
tical Company, Petersburg. 

Mr. Herbert G. Wall, Procter & Gamble, (retired), 
Norfolk. 

*D. Edward Watkins, M.D., General Surgery, 
Waynesboro. 

*Fletcher J. Wright, Jr., M.D., General Practice, 
Petersburg. 

*Julian H. Yeatman, M.D., General Practice, Fork 
Union. 


*Directors appointed by The Medical Society of Virginia, 


Salk Vaccine with DTP Shot 


Salk polio vaccine has been found to be more effec- 
tive when given with diphtheria, tetanus, and per- 
tussis vaccines in a combined injection. 

A study of the polio-diphtheria-tetanus-pertussis 
vaccine (Compligen) was reported by researchers at 
Pitman-Moore Co., Division of Allied Laboratories, 
Zionsville, Ind., in the October 29th Journal of the 
American Medical Association. The study involved 
192 children, ranging in age from one month to six 
years. It was designed to determine the merits of 
combining the polio shot with the successfully tested 
diphtheria-tetanus pertussis (DTP) shot. 

The polio antibody response, i.e., the bodily re- 
sistance built up by the vaccine, was “significantly 
greater’ with the combined vaccine than with the 
Salk vaccine alone. The diphtheria antibody re- 


sponse to the combined vaccine also was “signifi- 
cantly higher” than it was to the DTP vaccine. How- 


ever, the tetanus and pertussis responses were ‘“‘essen- 
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tially the same” to both the DTP and the polio- 
DTP vaccines. 

The children were given a course of vaccinations 
consisting of three injections at approximately one- 
month intervals. This schedule was adopted because 
it is recommended for primary immunization with the 
DTP vaccine. 

For comparative purposes, the polio vaccine was 
administered according to the same schedule. There- 
fore, it was considered as a primary vaccination since 
it is generally acknowledged that polio immuniza- 
tion should not be considered complete until a rein- 
forcing dose is given six months after the first series 
of injections. 

The effectiveness of the vaccines was based on the 
level of antibodies in blood specimens taken before 
ind after the injections. 

The article was written by D. E. Bordt, Ph.D.; 
Joseph W. Whalen, Ph.D.; Philip A. Boyer, M.D.; 
A. R. Pursell, B.S., and Francis P. Staffieri, B.S. 
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Public Health.... 


Notes on Communicable Diseases in 
in Virginia 
AMEBIASIS. Amebic infection is thought by 
many to be found only in tropical countries. How- 
ever, it occurs in warm and hot countries and less 
frequently in temperate regions. The incidence is 
low in well sanitated cities. There were 54 cases 
reported in Virginia in 1958, 48 cases in 1959, and 
there have been 42 cases reported from 42 areas of 
the State during the first nine months of 1960. This 
year only one of the mental institutions has reported 
cases—seven in Central State Hospital. 
BRUCELLOSIS is one of the diseases of ani- 
mals transmitted to man and is met most frequently 
in the areas where cattle and swine are slaughtered 
and handled. There were 21 cases in 1958, 27 in 
1959, and 33 have been reported in the first three 
quarters of 1960. Twelve of this number have been 
reported from Isle of Wight County, the ham-pro- 
ducing section, and five from the City of Richmond 
where there are several meat packing plants. 
DIPHTHERIA is one of the preventable diseases. 
We would like to feel that our citizens protect their 
children in infancy and give them the booster doses 
of diphtheria toxoid through the years to prevent them 
from contracting this infection. This thought is Uto- 
pian; each year there are cases reported and, un- 
happily, deaths occur from this infection. In 1958 
there were 33 cases, in 1959 there were 13 cases, and 
through September of 1960 the total has already 
jumped to 20 cases reported from six areas. The 
City of Suffolk has accounted for 10 of these cases 
and the City of Portsmouth for three. There have 
been two deaths, one in Suffolk and one in Richmond. 
INFECTIOUS HEPATITIS, or “Viral Hepa- 
titis” is a disease that is ever present. In modern 
times epidemics have affected both rural and urban 
areas in various parts of the world. During wartime 
particularly it reaches tremendous proportions among 
troop concentrations. There are years in which the 
disease prevails to greater extent than in other years; 
1960 has been one of these years. The disease has 
been reported from every section of the country this 
year—a total of 28,626 cases compared with 16,731 
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at the same time last year. In 1958 reported cases 
in Virginia numbered 286; in 1959 there were 503 
cases and already 634 cases have been reported 
during the first nine months of 1960. It seems to 
be prevalent all over the State with a greater con- 
centration in some areas than in others. 

MENINGITIS, MENINGOCOCCAL, is a dis- 
ease commonly observed in temperate climates. Spo- 
radic cases occur throughout the year in both urban 
and rural areas and the seasons of highest incidence 
are winter and spring. Virginia reports these infec- 
tions each year, some years in greater numbers than 
in others. There have been no recent epidemics. In 
1958 there were 98 cases, in 1959 there were 98 
cases, and up to October of this year there have been 
46 cases. In these 46 cases there have been six deaths. 
These cases have been scattered among 27 areas and 
in no county or city have there been more than two 
cases reported in the year. There are no specific 
control measures for this disease. 

MENINGITIS, ASEPTIC, is a disease that has 
become known to us in recent years as we have 
learned more about the viruses. There is no doubt 
that in the past many cases reported as poliomyelitis, 
chiefly the nonparalytic form, were due to viruses 
other than polio viruses and belonged to this group. 
Many more cases occur than are reported. From the 
cases that come to our knowledge we obtain evidence 
only that this disease is present, not to what extent. 
In certain areas we may learn that an epidemic is 
prevailing as, for example, in Buchanan County in 
August 1959. In 1958 there were 272 cases with 
this diagnosis reported. In 1959 the number jumped 
to 568 reported cases, and through September of this 
year only 32 cases have been reported from 16 areas. 

POLIOMYELITIS is a disease that has caused 
alarm in any area in which it was diagnosed. The 
incidence of this disease has never been high when 
compared with the incidence of some other com- 
municable diseases, measles for example, but the 
crippling effects and the deaths it has produced have 
placed it among the “dread” diseases. Poliomyelitis 
has occurred in waves with no fixed predictable years 
of high or low incidence in these cycles. Since the 
advent of the Salk poliomyelitis vaccine, the age- 


VirGINIA MepicaL MONTHLY 


fi 
fc 
e 
tl 
Sl 
il 
d 
a 
: O 
0 
tl 
0 
a 
| d 
a 
t 
0 
r 
t 
i 
t 
I 
I 
t 
i 
t 
‘ 
( 
|| 


group of highest incidence has changed from the 
school-age group, 5-9 years, to the age-group of the 
first five years of life, 0-4 years. 


It was formerly 
found more commonly in the economic groups that 
were most sheltered, the upper middle and the high 
economic groups. Since the vaccine has been used 
extensively, the highest incidence is among those in 
the low economic group, among persons living in 
substandard housing areas where concentration of 
individuals is greatest and sanitation is poorest. 

There is no doubt that the number of cases in Vir- 
ginia has dropped since the Salk vaccine was intro- 
duced though in 1958 there were 169 cases and in 
1959 there were 290 cases. This year has been a 
year of low incidence in most parts of the country 
and in Virginia through the first week in October 
only 22 cases have been reported. Among these only 
one has been nonparalytic and this child had received 
three doses of Salk vaccine. In the paralytic group 
one patient had had three doses of the vaccine and 
another may have had three doses. Among the others 
in the paralytic group, four of the patients had been 
given one dose of vaccine, one may have had two 
doses, while thirteen are recorded as having had no 
vaccine at all. In these days there is no excuse for 
any person to be denied the vaccine. It is being 
produced in ample quantities for all to have it. Pub- 
licity concerning its value is constantly being given 
through all news media. It is available in the offices 
of all physicians and in all health departments. In 
Virginia it is available through the health depart- 
ments without cost to all physicians for use among 
their indigent or medically indigent patients. 

PSITTACOSIS, “parrot fever’, has been present 
in the State in varying numbers for years, most of 
the human infections have been acquired from pet 
birds of the psittacine family. No cases have been 
reported during the current year. 

Both ROCKY MOUNTAIN SPOTTED FEVER 
and TULAREMIA have been reported in high num- 
bers this year. The fact that TULAREMIA has been 
reported in months other than those in which there 
is extensive shooting, would indicate that some of 
the infections from this disease have been tick-borne. 
The State Department of Health, through a research 
grant from the Public Health Service, is conducting 
a study on ROCKY MOUNTAIN SPOTTED FE- 
VER this year. This study deal with evaluation of 


the factors concerned with the maintenance and trans- 


mission of this disease through mammals, birds, and 
arthropods as reservoirs. In 1958 there were 22 cases 
of Rocky Mountain Spotted Fever; in 1959 there 


VoLUME 87, DECEMBER, 1960 


were 38 cases; and in 1960, up to October, there have 
been 35 cases reported from 26 areas. Reported cases 
of Tularemia numbered 36 in 1958, 20 in 1959, and 
in the nine months period of 1960 there have been 
31 cases reported from 19 areas of the State. 

The enteric diseases, SALMONELLOSIS, SHI- 
GELLOSIS, and TYPHOID FEVER, still prevail 
in the State. Salmonellosis in its many different 
types is widespread. Shigellosis, or bacillary dysen- 
tery, is present in greater numbers than we like to 
see and there have been a few local outbreaks in 
recent years. Approved public water and milk sup- 
plies together with modern sewage disposal have re- 
duced the annual incidence of typhoid fever. The 
registration and supervision of known carriers of 
the disease, improved general sanitation, and the use 
of typhoid vaccine have helped to bring about this 
reduction. There are 105 known typhoid carriers 
under supervision in the State and 10 of these have 
been added during the current year. Few are cured 
of their carrier state. Antibiotics do not clear these 
individuals; cholecystectomy helps many of those 
who can have this operation performed. The out- 
break of typhoid fever among Bridgewater College 
students this year was the result of infection through 
a carrier who was previously unknown. 


1958 1959 1960 

(9 months) 
SALMONELLOSIS 126 174 102 
SHIGELLOSIS 130 243 108 
TYPHOID FEVER 18 16 18 


Another preventable disease, TETANUS, con- 
tinues to be present in small numbers. In 1958 there 
were nine cases reported, in 1959 there were 16 
cases reported, and in 1960 there have been five 
cases reported in the first nine months of the year. 
The use of tetanus toxoid from infancy with booster 
doses at proper intervals can prevent these infections. 

MEASLES occurs in “epidemic years”. There is 
no natural immunity to this disease and when it has 
affected those in the susceptible group there is a drop 
until another population susceptible to the disease is 
built up. This accounts for the ‘epidemic years”. 
The year 1958 was an “epidemic year” which carried 
over into 1959. There have been fewer cases reported 
this year. 

PERTUSSIS reported in the first three quarters 
of this year, 253 cases from 40 areas, is less than was 
reported in 1958, 3054 cases, or in 1959, 1114 cases. 
But this year only 40 out of 98 counties and seven 
out of 13 cities have reported the presence of this 
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disease. Pertussis is a disease that is preventable 
through the use of vaccine and in many instances 
it is highly important that the infant or child be 
prevented from acquiring this infection. Compli- 
cations make it a dangerous infection for those who 
have chronic debilitating diseases, especially those 
with damaged hearts. 

It is necessary to call attention to the fact that 
the numbers listed are accurate only as to the num- 
bers reported. In many instances it has been shown 
above that a certain number of cases have been re- 
ported from a given number of areas; for example 
253 cases of whooping cough have been reported 
this year from 40 areas. We have 98 counties in the 


State and there are also 13 cities which report sep- 
arately from the counties. It would seem that many 
are not reporting. It is also believed that the reports 
received are by no means complete. It is the duty 
and obligation of every physician to report commu- 
nicable diseases to his local health department and, 
in turn, it is the duty of the health department to 
send these reports to the State Department of Health. 
The State submits its report, compiled from the re- 
ports received from all health departments within its 
boundaries, to the National Office of Vital Statistics. 
The last office makes its report, compiled from the 
reports received from the various States, to the World 
Health Organization. 


MONTHLY REPORT OF BUREAU OF COMMUNICABLE 
DISEASE CONTROL 


Brucellosis 

Diphtheria 

Hepatitis (Infectious) 
Measles 

Meningococcal Infections 
Aseptic Meningitis 
Poliomyelitis 

Rabies (In animals) 
Rocky Mt. Spotted Fever 
Streptococcal Infections 
Tularemia 

Typhoid 


Jan.- Jan.- 
Oct. Oct. Oct. Oct. 
1960 1959 1960 1959 


0 7 33 26 
14 2 31 10 
50 69 723414 

120 37. 6424 14,570 


4 7 50 70 

8 40 
18 50 34 263 
13 22 190 152 
2 + 37 37 
419 368 5171 7446 
0 0 31 16 

3 9 21 24 


State Below Average in Physicians 


Virginia had 101.6 physicians per 100,000 popu- 
lation last year as compared to a national average of 
128.6, according to figures released by the Southern 
Regional Education Board. The Old Dominion came 


forth in a list of 14 Southern states in the number 
of medical men in relation to population. Florida 
was first with 121.9 doctors per 100,000 population. 
South Carolina has the lowest percentage of 77.7. 
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Mental Health.... 


The Mental Hygiene Clinics 


The opening of the Atlantic Mental Hygiene Cen- 
ter with headquarters at Virginia Beach and branch 
offices in Accomac and Northampton Counties, brings 
to 23 the number of Mental Hygiene Clinics admin- 
istratively supervised by this department. 

Since many of the referrals to these clinics are di- 
rectly from physicians an up to date list of addresses 
are herewith supplied. 


MENTAL HYGIENE CLINICS IN VIRGINIA 


Alexandria Mental Hygiene Clinic 
203 North Washington Street 
Alexandria, Virginia 

Elmer F. Lowry, M.D., Director 


Arlington Mental Hygiene Clinic 
1800 North Edison Street 
Arlington, Virginia 


Irving Schneider, M.D., Director 


Atlantic Mental Hygiene Center 
207-211 17th Street 

Virginia Beach, Virginia 

Patricia R. Pearce, M.D., Director 


Bristol Mental Health Clinic 

Bristol Memorial Hospital 

Bristol, Virginia-Tennessee 

C. J. Gordon Blackford, M.D., Director 


Childrens Service Center 

1312 Lane Road 

Charlottesville, Virginia 

Jerrold Hammond, M.D., Director 


Danville Clinic for Mental Hygiene 
118 South Ridge Street 

Danville, Virginia 

Jessie M. Enslin, M.D., Director 


Educational Therapy Center 
201 North 19th Street 
Richmond, Virginia 

Hertha Riese, M.D., Director 


Hiram W. Davis, M.D., Commissioner, Department of 
Mental Hygiene and Hospitals. 
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Fairfax County Child Guidance Clinic 
13 Sleepy Hollow Road 

Falls Church, Virginia 

James J. Thorpe, M.D., Director 


Fredericksburg Area Mental Hygiene Clinic 
1206 Princess Anne Street 

Fredericksburg, Virginia 

James K. Hall, Jr., M.D., Acting Director 


Loudoun County Guidance Center 
116 North King Street 

Leesburg, Virginia 

John E. Nardini, M.D., Director 


Lower Peninsula Mental Hygiene Clinic 
95-30th Street 

Newport News, Virginia 

J. Lassen, M.D., Director 


Lynchburg Guidance Center 
512 Clay Street 
Lynchburg, Virginia 


H. Marjorie Sloan, M.D., Director 


M. C. V. Mental Hygiene Clinic 

1200 East Marshall Street 

Richmond, Virginia 

Patrick H. Drewry, Jr., M.D., Director 


Memorial Guidance Clinic 

3001 Fifth Avenue 

Richmond, Virginia 

William M. Lordi, M.D., Director 


Mobile Psychiatric Clinic 

601 Spring Street 

Richmond, Virginia 

James B. Funkhouser, M.D., Acting Director 


Mountain Empire Guidance Center, Inc. 
805 Clement Street 

Radford, Virginia 

Clara King Dickinson, M.D., Director 


Norfolk Mental Health Center 
1104 Colonial Avenue 

Norfolk, Virginia 

Dietrich W. Heyder, M.D., Director 
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Northwestern Guidance Center 
117 West Boscawen Street 
Winchester, Virginia 

Basil E. Roebuck, M.D., Director 


Portsmouth Area Counseling & Guidance Clinic 
3310 Columbia Street 

Portsmouth, Virginia 

Margaret D. Craighill, M.D., Director 


Roanoke Guidance Center 
406 Allison Avenue, S.W. 
Roanoke, Virginia 

Hans H. Stroo, M.D., Director 


Southside Area Mental Hygiene Clinic 
133 Monroe Street 


Petersburg, Virginia 
Leonard C. Lund, M.D., Director 


Tidewater Guidance Clinic 

Duke of Gloucester Street 
Williamsburg, Virginia 

John Mullaney, M.D., Acting Director 


Valley Mental Health Center 

20 North Market Street 
Staunton, Virginia 

Donald B. Crider, M.D., Director 


Migraine Sufferers 


Two out of three migraine sufferers could be 
“greatly helped” by insight into the factors in their 
lives which may cause the headaches, according to 
Dr. Adrian M. Ostfeld of Chicago. 

Dr. Ostfeld, writing in the October 29th Journal 
of the American Medical Association, said: 

“For prevention of migraine headache, the sim- 
plest and most effective remedy is still a sympathetic 
relationship with the patient and a kindly, helpful 
attitude on the part of the physician. 

“A more penetrating relationship can be one in 
which some attempt is made to have the patient recog- 
nize those factors in his life that may be causing 
him to go in the wrong direction or at the wrong 
pace. Two out of three patients with migraine can 
be greatly helped by any physician who is interested 
in human problems and is willing to spend a min- 
imum of time with a patient in reviewing them with 
him.” 

In discussing treatment of migraine headaches, 
Dr. Ostfeld said tranquilizers have proved of little 
value, adding: 

“Patients with migraine, who appear to have a 


great need for activity and accomplishment, are ex- 


tremely reluctant to ‘give in’ to the sedative effects 
of these agents.” 

There are two methods of treating migraine head- 
aches. The first is the use of agents, such as ergo- 
tamine tartrate, designed to constrict the blood ves- 
sels of the brain which dilate during a migraine 
attack. The other approach is the use of agents that 
prevent the liberation of, or antagonize, the effects 
of the “headache substance.” 

Medical scientists believe that migraine headaches 
are caused by the release of an unknown substance 
or substances capable of inducing the blood vessels 
of the brain to dilate. Several substances are being 
investigated. One of these is serotonin, a compound 
found in the blood. 

Serotonin can cause migraine headache and anti- 
serotonin therapy can reduce the frequency and se- 
verity of attacks when taken as a preventative agent. 
However, this only holds true in some persons. 

Anti-serotonin therapy, although its success has 
been limited, may open the way for development of 
more effective drugs of this kind. 

The author is associated with the department of 
preventive medicine, University of Illinois College 
of Medicine. 
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The Medical Society of Virginia .... 


MINUTES OF ANNUAL MEETING 


Council 


A meeting of the Council of The Medical Society 
of Virginia was called to order by Dr. Allen Barker, 
President, at 1:00 P.M. on Sunday, October 9, 1960, 
at the Cavalier Hotel, Virginia Beach. Attending 
were Dr. Guy Horsley, Dr. Walter P. Adams, Dr. 
Robert S. Hutcheson, Jr., Dr. K. K. Wallace, Dr. 
Paul Hogg, Dr. Thomas W. Murrell, Jr., Dr. Fletch- 
er J. Wright, Jr., Dr. William N. Thompson, Dr. 
Alexander McCausland, Dr. Dennis P. McCarty, 
Dr. W. Fredric W. Delp, Dr. Richard E. Palmer, 
Dr. John T. T. Hundley, Dr. Mack I. Shanholtz 
and Dr. Harry J. Warthen. Also in attendance were 
Dr. Vincent W. Archer, Delegate to AMA, Dr. W. 
Linwood Ball, Delegate to AMA, Dr. John C. Wat- 
son, President of the Virginia Board of Medical 
Examiners, and Dr. Russell M. Cox, Secretary of 
the Virginia Board of Medical Examiners. 

Dr. Barker reported a quorum present and regret- 
fully announced that Dr. Leavell would be unable 
to attend because of a recent illness. 

The President introduced Dr. Walter A. Porter, 
Chairman of the Finance Committee, who reported 
the findings and recommendations of the Committee 
with reference to a retirement plan for members of 
the Headquarters staff. It was the Committee’s rec- 
ommendation, made after obtaining the advice of 
recognized authorities, that a program based on the 
so-called Mills Bills approach would be the simplest 
and most advantageous. Employees would have an 
immediate vested interest but the Society would be 
protected by eligibility standards requiring at least 
five years service and an entrance age of thirty. 
Brought out also was the fact that this plan might 
well be the least costly. It was then moved and 
seconded that the Committee’s recommendation be 
approved and, further, that the Committee be au- 
thorized to implement such a plan after obtaining 
several bids. The motion carried. 

The Committee was requested to also investigate 
the possibility of devising a similar retirement plan 
for physicians’ office assistants. 

Dr. Porter then reported that the Society’s finances 
were in good condition and presented the proposed 
budget for 1960-61. A motion to amend the budget 
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by appropriating an additional $1,000 for the Amer- 
ican Medical Education Foundation was passed. It 
was directed that this $1,000 be taken from Society 
surplus assets. The budget, as adopted, is included 
in the minutes of the First Session of the House of 
Delegates. 

A question was raised concerning the advisability 
of investing additional Society funds and it was 
moved that the Finance Committee be authorized to 


make such investments as it deems advisable—with 
approval of the Executive Committee. The motion 
was adopted. 

Council then considered a request that the Society 
endorse the use of live virus polio vaccine. During 
the ensuing discussion, it was mentioned that an 
investigation committee of the Virginia Pediatric 
Society was of the opinion that such action might be 
premature. A motion to table the request indefinitely 
was adopted. 

Dr. Watson then acquainted Council with some 
of the problems facing the Board of Medical Exam- 
iners. He stated that the new examination required 
for foreign graduates is helping a great deal and 
should serve to stabilize that particular problem 
somewhat. He spoke highly of the work of Dr. Graves 
in this particular field. 

Dr. Cox also praised the dedicated efforts of Dr. 
Graves. He reported that one of the big needs of 
the Board at this time is additional revenue—brought 
on by mounting expenses. The Council was told it 
might be asked to soon approve a plan designed to 
bring in more revenue. 

It was then moved that a letter be written Dr. 
Graves expressing the sincere appreciation of the 
Society for his efforts on behalf of the profession 
while serving as Secretary-Treasurer of the State 
Board of Medical Examiners. The motion was 
amended to have a suitable resolution drawn and 
introduced in the House of Delegates. The motion 
carried as amended. 

Considered next was a letter from Dr. Graves 
calling attention to the fact that graduates of foreign 
medical schools have seven years following licensure 
to become citizens. If they do not, their licenses 
become null and void. This raises the distinct pos- 
sibility that the Society could eventually have mem- 
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bers who do not hold medical licenses anywhere. It 
was Dr. Graves’ suggestion that consideration be 
given to granting temporary membership to these 
physicians pending receipt of citizenship. 

It was learned that changes in the Constitution 
and By-Laws would be necessary to grant temporary 
membership. It was decided the matter should be 
referred to the Judicial Committee for study and 
possible action. 

Council was advised of the desirability of having 
as much biographical information about members 
as possible. This raised the question as to whether 
there was any reason the regular membership appli- 
cation form should not include “race”. It was moved 
that the form include the applicant’s race and also 
his citizenship status. The motion carried. 

Attention was called to the excellent work being 
now carried on by the Virginia Hospital Associa- 
tion and the feeling was expressed that a representa- 
tive of the Association should be invited to attend 
meetings of the House of Delegates. It was then 
moved that the President of the Virginia Hospital 
Association, or his official representative, be invited 
to attend future meetings of the House. The motion 
carried. 

The thought was expressed that the Commissioner 
of Mental Hygiene and Hospitals should be invited 
to attend meetings of the Council. Although he 
would not have a vote, he would be able to express 
an opinion and answer any questions Council might 
have. It was moved and passed that the Commis- 
sioner be invited to attend future meetings of the 
Council. 

Next on the agenda was a proposal that The Med- 
ical Society of Virginia honor Senator Harry F. Byrd 
for his work in the U. S. Senate. It was mentioned 
that recognition of any sort should also include 
Congressman Smith and others who have rendered 
outstanding service. While everyone agreed that Sen- 
ator Byrd and others deserve some appropriate rec- 
ognition, it was deemed advisable to proceed slowly 
in order not to violate any laws bearing on political 
action. It was moved that the proposal be tabled. 
The motion carried. 

Dr. Hundley then reviewed a proposed new pro- 
cedure for conducting business of the House of Dele- 
gates. Approval was voted and the procedure re- 
ferred to the House for consideration and final action. 

Dr. Murrell advised Council of a meeting with 
the District Supervisor of the Bureau of Narcotics 
and of a movement in some circles to develop am- 
bulatory treatment programs for narcotic addiction. 


He then presented a resolution which would have 


the Society oppose such ambulatory plans and urge 
the development of realistic institutional care plans 
Mr. Murrell stated that State 
Societies were taking similar actions. The resolution 


for addicts. many 
was adopted. 

The Council was then requested to select a time 
and place for the 1963 Annual Meeting. It was 
learned that the Hotel Roanoke is available from 
October 6-9 and it was voted to confirm those dates. 
The Secretary was also directed to obtain possible 
dates in the Norfolk area for 1964. 

There followed a thorough discussion of the prob- 
lems resulting in some areas from the fact that phy- 
sicians reside in the territorial area of one com- 
ponent society but have their offices and principal 
practice in another. It was pointed out that many 
of these physicians desire membership in the societies 
in whose areas they practice, but this is believed by 
some to penalize the societies having jurisdiction over 
the areas in which they reside. The By-Laws cur- 
rently make the territorial area in which a member 
resides the determining factor for primary member- 
ship. 

Council was advised that the Judicial Committee 
had given the matter a great deal of thought and 
had reached the conclusion that no amendments to 
the By-Laws are advisable at this time. It was also 
pointed out that a physician can belong to more than 
one society should he desire, but can vote for mem- 
bers of the House of Delegates, be a candidate for 
election to the House of Delegates and be counted 
in the numerical apportionment of membership in 
the House of Delegates, only in the component society 
in the territorial area of his residence 
(Article V, Section 2, By-Laws). 


established 


The belief existed that component societies them- 
selves could adequately handle any problem that 
might arise. It was moved and passed that Council 
concur with the opinion of the Judicial Committee. 

Considered next was a suggestion that alternates 
be appointed for members of Council, and be per- 
mitted to attend Council meetings when Councilors 
are ill or, for any other reason, unable to be present. 
It was the concensus, after much discussion, that 
alternates, if approved, should not be entitled to vote. 
A motion was then introduced providing that an 
alternate designated by a Councilor, unable to attend 
a Council meeting because of illness, may, at the 
discretion of the President, be permitted to attend 
and participate without voting privileges. The mo- 
tion carried. 
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A resolution, sponsored by the Liaison Committee 
to Confer with the State Board of Nurse Examiners, 


with reference to medical assistants organizations 
was read. The resolution would have the Society 
urge each member to take active steps to insure that 
his employees are not members of the American 
Association of Doctors’ Nurses and that his em- 
ployees be encouraged to join instead the American 
Association of Medical Assistant. The resolution also 
urged each county medical society to assume spon- 
sorship of a local chapter of the American Associa- 
tion of Medical Assistants. The resolution was 
adopted. 

Council was advised that the Florida Medical 
Association had refunded $300 of the $500 con- 
tributed by The Medical Society of Virginia for 
general arrangements and Southeastern States hos- 
pitality during the 1960 annual meeting of AMA at 
Miami Beach. 

Next to be considered was a request that the So- 
ciety distribute copies of Dr. Fletcher Woodward's 
editorial on traffic safety (Virginia Medical Monthly, 
May, 1960) to civic clubs over the State. It was 
moved that, with Dr. Woodward's approval, copies 
be sent to all national organizations interested in 
traffic safety with an endorsement by the Council 
and permission to reprint. The motion carried. 

Dr. Horsley stated that, in his opinion, the So- 
ciety’s appointees to the Board of Directors of the 
Virginia Medical Service Association should con- 
stitute a standing commmittee. He also thought that, 
in the interest of continuity, appointments should be 
made for three years. Brought out was the fact that 
both the Constitution and By-Laws must be amended 
in order to add a new standing committee. It was 
moved that the matter be referred to the Judicial 
Committee with a recommendation that necessary 
amendments to the By-Laws be prepared. The mo- 
tion carried. 

Council was informed that several requests had 
been received from individual members wanting Mr. 
Duval to hand down an opinion concerning whether 
one physician might legally employ another. Three 
years ago, Council had directed that only matters 
pertaining to The Medical Society of Virginia per 
se should normally be referred to the Society’s attor- 
ney. This, in effect, would eliminate the possibility 
of the Society infringing on the private practice of 
law. It was therefore moved that Council reaffirm 
its previous stand. The motion was adopted. 

A further attempt to amend Virginia’s laws in such 
manner as to permit certain closed panel plans to 
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operate in the State was predicted, and a motion was 
introduced reaffirming the Society’s opposition to 
any such movement. The motion was adopted. 

A resolution recently adopted by the Virginia 
Pharmaceutical Association was then read. The res- 
olution expressed opposition to legislation denying 
to pharmacy the use of trade names, believing firmly 
that no such denial is needed in the public’s inter- 
est and such action would serve to benefit only those 
who seek to substitute the regulations of a bureau- 
cratic government for the law of the market place 
in a free economy. Council was in general agreement. 

A motion was introduced putting the Society on 
record as having no objection to the use of trade 
names by pharmaceutical manufacturers, but advo- 
cating that generic names be listed immediately below 
trade names on packages or advertising circulars. 
The motion carried. 

Dr. Murrell then described some of the problems 
and hardships confronting local medical societies as 
a result of certain regulations set forth by the Joint 
Commission on Accreditation. He explained that 
attendance at society meetings was being cut to an 
alarming degree and, consequently, much badly need- 
ed information during these critical days is not being 
properly disseminated. 

Dr. McCausland advised that the Roanoke Acad- 
emy of Medicine was sponsoring a resolution bearing 
on the subject which would be introduced in the 
House of Delegates. Dr. Murrell and Dr. McCaus- 
land were asked to discuss the matter before the 
Reference Committee. 

There being no further business, the meeting was 


adjourned. 


House of Delegates 
First SESSION 


The House of Delegates of The Medical Society 
of Virginia met in the Cavalier Room of. The Cava- 
lier Hotel, Virginia Beach, on Sunday, October 9, 
1960, and was called to order at 8:00 P.M. by Dr. 
Allen Barker, President. 

Dr. Barker introduced Dr. John T. T. Hundley, 
Speaker, who was advised by Dr. Ira L. Hancock, 
Chairman of the Credentials Committee, that a 
quorum was present. 

The minutes of the October, 1959, meeting of 
the House were approved as published in the Decem- 
ber, 1959, issue of the Virginia Medical Monthly. 

The Speaker introduced Mrs. Walter A. Porter, 
President of the Woman’s Auxiliary to The Medical 
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Society of Virginia, who told of the excellent work 
being carried on by the Auxiliary in many fields— 
particularly those having to do with the American 
Medical Education Foundation and Student Loan 
Funds. 

Mrs. F. Clyde Bedsaul, President-Elect of the 
Auxiliary, was also introduced. 

Society delegates to meetings of allied organiza- 
tions were then recognized. Dr. Mallory S. Andrews 
had represented the Society at the annual meeting 
of the Virginia Pharmaceutical Association and Dr. 
Guy W. Horsley had served as delegate to the annual 
meeting of the Virginia Dental Association. 

The Speaker then introduced visiting delegates 
from allied organizations. Dr. William B. Costen- 
bader, Norfolk, represented the Virginia Dental As- 
sociation and Mr. V. T. Clark, Portsmouth, repre- 
sented the Virginia Pharmaceutical Association. Mr. 
Clark reported the opposition of his Association to 
any and all socialistic schemes for solution of health 
care problems. He also reported that the Profes- 
sional Relations Committee of the Virginia Pharma- 
ceutical Association had recommended the formation 
of a committee composed of representatives of the 
various professional associations to coordinate the 
many efforts to promote better medical care and 
evaluating legislation affecting the professions. 

Miss Louise Paxson, Norfolk, represented the Vir- 
ginia State Nurses Association and ‘3 Stuart Nich- 
ols, Richmond, represented the Medical College of 
Virginia Chapter of the Student AMA. Mr. Nichols, 
a Regional Vice-President and member of the Execu- 
tive Committee of the Student AMA, had attended 
that organization’s annual meeting and expressed 
the appreciation of his Chapter for the Society's 
financial assistance in making the trip possible. 

Dr. George Cooper was then asked to introduce 
a special guest speaker, Dr. John Donaldson of 
Pittsburgh. Dr. Donaldson acquainted the House 
with a plan for improved medical service, sponsored 
by the Pennsylvania Medical Association, and cur- 
rently proving quite successful in the Pittsburgh 
area. The plan, featuring committees which work 
closely with Blue Cross-Blue Shield and the com- 
mercial companies, is doing much to eliminate over 
utilization. There are committees to advise on fees, 
length of care, matters pertaining to competence, 
relative values, etc. As a result of this program, Dr. 
Donaldson indicated that Blue Cross has found it 
possible to offer contracts to those citizens sixty-five 
years of age and over. He stated that medical public 
relations have also improved in the test area. Dr. 
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Donaldson also mentioned the Pennsylvania Phy- 


sicians Committee for Better Government and pointed 
out the need for such committees to stay active at 
the local and state levels. 

The Speaker then appointed a delegate from each 
Congressional] District to meet with their respective 
delegations for the purpose of electing members of 
the Nominating Committee. The various delegations 
caucused during a short intermission which followed. 

The Committee on Nominations was announced as 
follows: 


Ist District: Dr. F. Ashton Carmines 

2nd District: Dr. George H. M. Rector 
3rd District: Dr. Robert Terrell 

4th District: Dr. T. Addison Morgan 
5th District: Dr. Louis Bailey 

6th District: Dr. George S. Hurt 

7th District: Dr. Dennis P. McCarty 

8th District: Dr. Cato Drash 

9th District: Dr. R. F. Gillespie 

10th District: Dr. J. R. B. Hutchinson 


The new procedure for handling the business of 
the House was reviewed by Dr. Hundley. It was 
pointed out that the proposal to have two Reference 
Committees should expedite matters considerably the 
following day. It was moved and passed that the 
recommended procedure be adopted. 

Dr. Walter A. Porter, Chairman of the Finance 
Committee, was recognized for the purpose of pre- 
senting the proposed budget for fiscal 1960-61 as 
recommended by Council. 

First, however, Dr. Porter presented a proposed re- 
tirement benefit program for State Office employees. 
The program featured tax favored annuities which 
can be purchased by organizations qualifying under 
the Technical Amendments Act of 1958. While the 
employees would have an immediate vested interested 
in such a plan, the Society would be protected by 
eligibility standards requiring at least five years of 
service and an entrance age of thirty. It was moved 
and passed that the retirement plan, as recommended 
by the Committee and Council, be approved. 

After Dr. Porter advised the House of Council’s 
recommendation that an additonal $1,000 be appro- 
priated from general funds for the American Medi- 
cal Education Foundation, it was moved that the 
budget, as it appears below, be approved: 

BUDGET 1960-61 
Executive Office: 


$ 29,600.00 
1,550.00 


Salaries 
Telephone & Telegrams 
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Postage 2,000.00 
Stationery & Supplies 1,200.00 
Office Equipment 500.00 


Building Maintenance & Repair 
Convention Expense 


6,800.00 
1,000.00 
2,000.00 
350.00 
1,500.00 
1,000.00 
1,500.00 
40,000.00 
2,500.00 
2,500.00 


Council & Committees 

Executive Assistant 

Delegates to AMA 

President's Expense 

Travel Expense 

Virginia Medical Monthly 2 
Scientific Exhibits 


Legal Expense 


Walter Reed Commission 500.00 
Woman's Auxiliary 100.00 
Membership Dues—Afhliated Agencies 215.00 


Editor—Virginia Medical Monthly 
Retirement Program 


600.00 
4,000.00 
Special Appropriations: 


Virginia Council on Health & Medical Care 
American Medical Education Foundation 


3,000.00 
3,000.00 


National Society on Medical Research 150.00 
Rural Health Committee 500.00 
Student AMA 250.00 
Civil War Centennial Medical Exhibit 1,000.00 
Printing of booklet on Medical Assistants 300.00 
Virginia League of Nursing 300.00 
Social Security Taxes 600.00 
Miscellaneous 600.00 


Public Relations: 
Conference Expenses (Senior Day) 
Radio & Press 
Literature & Bulletins 


Miscellaneous Projects 


1,000.00 
200.00 
200.00 
500.00 


Toral $111,015.00 

The budget was adopted. 

The Speaker then read a telegram from Dr. George 
Lull of the American Medical Education Foundation 
expressing appreciation of the Society’s recent con- 
tribution of $3,000. A special citation from the 
Foundation to Dr. Henry P. Deyerle, Harrisonburg, 
was also read. 

Dr. Hundley reported actions taken by Council 
during its meeting earlier that afternoon and read 
the following resolution on narcotic addiction. The 
resolution was adopted. 


WHEREAS: the adequate treatment of narcotic 
addiction necessitates constant control in addition 
to its medical aspect and multiple facets of social 
and economic factors, and 

WHEREAS: the achievement of these objectives is 
often difficult of total attainment, even under the 
best regimen of therapy currently possible, and 

WHEREAS: experience has shown that treatment 
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of narcotic addiction by means of various types of 
ambulatory clinic plans has been universally un- 
successful, impractical and scientifically unsound for 
over 50 years, and 

WHEREAS: in all attempts of treatment of narcotic 
addiction by the ambulatory method, addiction has 
in fact increased, 

THEREFORE BE Ir RESOLVED that The Medical 
Society of Virginia be placed on record as oppos- 
ing the ambulatory clinic plan for the treatment of 
narcotic addiction, and 

Be Ir FurTHER RESOLVED that the Society’s dele- 
gates to the American Medical Association be in- 
structed to oppose the development of any such am- 
bulatory treatment plans, and support measures de- 
signed (1) to increase research in this field, (2) 
to develop realistic institutional care plans for ad- 
dicts, (3) to advance methods and measures toward 
rehabilitation of the addict, and (4) to establish 
methods for the dissemination of factual informa- 
tion on narcotic addiction to the members of the 
medical profession. 

Dates and locations of annual meetings through 
1963 were announced. The 1961 meeting will be 
held at Richmond’s Hotel John Marshall, October 
8-11. 

A resolution, sponsored by the Roanoke Academy 
of Medicine, was then introduced by Dr. Kaufman, 
and referred to Reference Committee #1 for consid- 
eration. 

The following recommendation, approved earlier 
by Council, was adopted : 

The Medical Society of Virginia has no objection 
to the use of trade names by pharmaceutical manu- 
facturers, but advocates legislation requiring the 
generic name of a product, as adopted by official 
agencies, be listed in type of a size easily read, 
immediately below the trade name on any package, 
or circular, describing the drug. 

Dr. Palmer then introduced a resolution asking 
the House to voice opposition to any effort to amend 
the Virginia law in such manner as to permit ob- 
jectionable health plans to operate in the State. The 
resolution was accepted and referred to Reference 
Committee #2. 

The following committee reports, published in the 
1960. Medical 
Monthly, were received: Executive Secretary-Treas- 


September, issue of the Virginia 
urer; Editorial Board; Scientific Exhibits; Ethics; 
Mediation; Legislation; Medical Service (referred 
to Reference Committee #2); Membership; Public 
Relations; Child Health; Liaison to Department of 
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Public Welfare; National Legislation (Dr. Archer 
reported that details on Mills Bill could be found 
in Virginia Medical Monthly, AMA Journal and 
‘AMA News); National Emergency Medical Service 
(Dr. Hundley deplored complacency over matters 
pertaining to civil defense); Insurance; Liaison to 
State Bar Association (Dr. Mann acquainted House 
with new Joint-Medico Legal Plan to screen mal- 
practice cases. Plan referred to Reference Commit- 
tee #1); Advisory to Woman’s Auxiliary; Conserva- 
tion of Sight; Principles and Policies; Radjation 
Hazards (Dr. Cooper reported that necessary forms 
required by newly enacted registration law are now 
ready); Walter Reed Commission; American Medi- 
cal Education Foundation; House; Medicare Ad- 
visory; Maternal Health (referred to Reference Com- 
mittee #2); Traffic Safety; Liaison to United Mine 
Workers Fund; Rehabilitation (supplementary report 
urges each medical society to have at least one pro- 
gram each year on rehabilitation. Committee will 
assist in obtaining speaker) ; Aging and Chronically 
Ill; Mental Health (referred to Reference Commit- 
tee #1); Federal Medical Services; Delegates to 
AMA and Cancer (Dr. Kight obtained acceptance 
of recommendation that Society approve a cancer 
coordinating committee for the State of Virginia and 
that the Chairman be permitted to invite other inter- 
ested organizations and agencies to join in organ- 
izing such a committee). 

Also received were reports of the following com- 
mittees (reports may be found immediately following 
minutes of the second session of the House): Ad- 
visory to State Department of Health (referred to 
Reference Committee #1); To Work with Medical 
and Allied Organizations; Medical Education and 
Alcoholism. 

The report of the Judicial Committee, containing 
proposed amendments to the Constitution and By- 
Laws, was considered. The House voted to amend the 
first sentence of Article VII in such manner as to 
grant full membership in the House of Delegates 
to the Society’s delegates to the American Medical 
Association. 

Proposed amendments to Article VI and Article 
VIII of the By-Laws were read and held for adoption 
on Tuesday, October 11. These amendments, minor 
in nature, would clarify the By-Laws by eliminating 
reference to both “Councilor” and “Congressional 
Districts” and would permit each Congressional Dis- 
trict to organize a district council rather than imply 
that it must be done. 

The following resolution, in tribute to Dr. Ken- 
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neth D. Graves, was then read by Dr. Hundley and 
adopted: 

WuereEAs: The State Board of Medical Exam- 
iners contributes vitally to the professional and eth- 


ical standards of medical practice in Virginia, and 

WHEREAS: the Secretary of the Board of Medical 
Examiners plays a predominant part in the functions 
of that Board, and 

Wuereas: Dr. Kenneth D. Graves has served as 
Secretary of the Virginia Board of Medical Exam- 
iners for many years but has recently resigned, 

THEREFORE BE Ir Reso_vep that the House of 
Delegates of The Medical Society of Virginia, in 
annual session October 9, 1960, expresses its sincere 
and deep felt appreciation to Dr. Kenneth D. Graves 
for the years of efficient, faithful and unselfish serv- 
ice rendered by him. 

Dr. Cox introduced a resolution which would des- 
ignate certain individuals as official spokesmen for 
The Medical Society of Virginia. The resolution 
was referred to Reference Committee #1. 

A resolution on Milk Sanitation Control was re- 
ferred to Reference Committee #2. 

Dr. Grossmann introduced resolutions on improved 
medical service and Blue Shield participation, which 
were referred to Reference Committees #1 and #2 
respectively. Another resolution pertaining to new 
hospital bed construction was also referred to Refer- 
ence Committee #2. 

Dr. McCausland then introduced, on behalf of 
the Rehabilitation Committee, a resolution recom- 
mending that Dr. G. S. Fitz~-Hugh be nominated for 
the President’s award given annually to the physician 
who has contributed most to the employment of the 
handicapped. The -esolution was referred to Ref- 
erence Committee #1. 

There being no further business, the meeting was 
adjourned. 


SECOND SESSION 


The second session of the House of Delegates was 
called to order by Dr. John T. T. Hundley, Speaker, 
at 4:00 P.M. Tuesday, October 11, 1960, at the 
Convention Center, Virginia Beach. 

A quorum was reported by Dr. Richard Palmer, 
Vice-Chairman of the Credentials Committee. 

The Speaker then presented the report of Refer- 
ence Committee #1. Dr. Hundley advised the House 
that the Committee had requested Dr. Kaufman 
and Dr. Murrell to rewrite the resolution having 
to do with accreditation of hospitals in order to 
strengthen and emphasize certain points. The fol- 
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lowing resolution was then introduced and adopted: 


WuerEas: It is increasingly evident that certain 
regulations of the Joint Commission on Accreditation 
adversely affect the activities of organized medicine 
in general and specifically, the component societies 
of The Medical Society of Virginia: 

(a) by lowering the attendance records of com- 
ponent societies as a result of present require- 
ments and regulations pertaining to hospital 
meetings; 


(b 


by initiating policy without regard for local 
conditions and opinion; 

(c) by placing the physician in such a position 
that his responsibility is often to the hospital 
first and the component society second; 

(d) by their policies drastically affecting the abil- 
ity of medical leadership to inform the com- 
ponent societies on state and national legisla- 
tion so vital to the future of American medi- 
cine; 

(e) by interference with medical education pro- 
grams as submitted by component societies; 

THEREFORE, Be Ir RESOLVED that The Medical 
Society of Virginia formally express to the Joint 
Commission on Accreditation its dissatisfaction with 
and disapproval of policies of the Joint Commission 
which adversely affect the activities of component 
societies; and 

Be Ir FurTHER RESOLVED that to move toward a 
reasonable answer to this problem the delegates from 
The Medical Society of Virginia to the American 
Medical Association be ordered to present a resolu- 
tion to the House of Delegates of the AMA to bring 
this matter forcibly to the attention of the proper 
reference committee and that the Council of The 
Medical Society of Virginia be authorized to hold 
conferences immediately with representatives of the 
Joint Commission on Accreditation. 

Be Ir FurTHER RESOLVED that a report of this 
effort be submitted to Council at its interim meeting 
and to this Society at the meeting of the House of 
Delegates in 1961. 

It was the committee’s recommendation that the 
following resolution, sponsored by the Committee on 
Mental Health, be adopted. The House concurred. 

Be Ir REsotvep that The Medical Society of Vir- 
ginia urge all Blue Cross and Blue Shield plans in 
the State, as well as other health insurance plans, 
to adopt uniformity of coverage for psychiatric and 
emotional disorders. 

The House then approved the Committee’s recom- 


mendation that the following resolution be adopted: 
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Only the President, Chairman of the Public Rela- 
tions Committee and, in the case of an adopted and 
recorded policy, the Executive Secretary, may speak 
officially for The Medical Society of Virginia. 

The House approved the committee’s recommenda- 
tion that a special committee on tuberculosis be 
appointed by the President to work with the State 
Department of Health in devising and carrying out 
a program designed to reduced the number of per- 
sons with tuberculosis not previously known to local 
and state health authorities. 

The House was advised that the Committee “does 
not feel that the entire tuberculosis program has de- 
veloped to the extent that definitive recommendations 
regarding the utilization of at times empty sanitorium 
beds can be presently made, so your Reference Com- 
mittee does not recommend adoption of this resolu- 
tion at this time. It does recommend that the statu- 
tory regulations for admission only of suspected 
tuberculosis patients be changed to include the ad- 
mission and treatment of chronic chest disorders 
among the indigent and medically indigent who can 
expect rehabilitation.” This portion of the Commit- 
tee’s report was adopted. 

Dr. Hundley then advised the House that, through 
an oversight, certain recommendations from the Com- 
mittee to Confer with the State Board of Nurse Ex- 
aminers had not been brought to its attention during 
the first session. The recommendations had been 
considered by the Reference Committee which urged 
adoption of the following: 

That the members of The Medical Society of Vir- 
ginia be urged to take active steps to insure that their 
employees are not members of the American Associa- 
tion of Doctors’ Nurses but that these employees be 
encouraged to join the American Association of 
Medical Assistants which has been approved by the 
American Medical Association as having merit for 
them and which is not a threat to practical and 
professional nursing. It is suggested that each coun- 
ty medical society assume sponsorship of a local 
chapter of the American Association of Medical 
Assistants. 

The recommendation was adopted. 

It was not believed necessary to take action on 
other recommendations contained in the report of 
the Committee to Confer with the State Board of 
Nurse Examiners. 

The House of Delegates then voted unanimously 
to adopt the following resolution: 

Bre It REsoLvep that we, the House of Delegates 
of The Medical Society of Virginia, recommend to 
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the Governor’s Committee that Dr. G. S. Fitz-Hugh 

be given the President’s award for the physician who 

has done the most toward the employment of the 
handicapped in Virginia during the past year. 

Upon the Committee’s recommendation, the House 
voted to adopt the Joint Medico-Legal Plan for 
screening malpractice cases as developed by commit- 
tees representing The Medical Society of Virginia 
and Virginia State Bar Association. It was further 
recommended that members of component societies 
follow the suggested procedure for a trial period of 
at least twelve months, contingent upon the accept- 
ance by the Bar Association of the agreement, and 
further that statutory enactment be sought to prevent 
the records and deliberations of the committee from 
being subject to subpoena. 

Dr. Hundley then requested Dr. Fletcher J. Wright, 
Jr., Vice-Speaker and Chairman of Reference Com- 
mittee #2, to present the report of that Committee. 

The Committee recommended that the four point 
resolution on Blue Shield participation be adopted. 
During the discussion, Dr. Bates and Dr. Salley 
emphasized the responsibility of Society members 
to make Blue Shield work and to eliminate the 
various abuses. Lack of cooperation on the part of 
many physicians was mentioned. The resolution was 
then adopted as follows: 

RESOLVED that The Medical Society of Virginia 
take actions paralleling those of the American Med- 
ical Association at its June, 1960, meeting; namely: 

1. that The Medical Society of Virginia do all in 

its power to secure participation by its mem- 
bers in Blue Shield plans; 

2. that The Medical Society of Virginia request 
that the Blue Shield Boards in the State each 
meet at least once a year in joint session with 
the Society’s Medical Service Committee; 

3. that The Medical Society of Virginia encour- 
age direct liaison between its component so- 
cieties and the Blue Shield plan serving their 
areas to maintain the best possible physician- 
plan relationship; and 

4. that The Medical Society of Virginia encourage 

the Blue Shield plans in the State in experi- 
mentation directed toward continued improve- 
ment in our voluntary prepayment and health 
insurance system. 

After receiving assurance that membership in the 
American Association of Blood Banks would not 
affect relations with the Red Cross program, the 
House adopted the following: 

BE It ResoLvep that the Society urge all hospitals 
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in the State to join the American Association of 
Blood Banks and consider the advisability of the 
Association’s “‘transfusion accreditation services’. 


Adopted also was a recommendation that the So- 
ciety include a $100 appropriation in its 1961-62 
budget for the Northeastern Clearing House of the 
American Association of Blood Banks. 

The House then adopted the following resolution: 

Be Ir Resotvep that the California Relative 
Value Schedule be adopted as a guide and that those 
component societies interested in obtaining further 
information concerning the Schedule should indicate 
their willingness to be represented at a State or 
District meeting on the subject. 

The Committee then recommended adoption of the 
following resolution: 

Be Ir ReEsoLvep that the Legislative Committee 
of The Medical Society of Virginia seek the enact- 
ment of legislation deleting the word “sanitary” from 
Section 32-329 of the Virginia Code. 

Dr. Shanholtz explained that this amendment 
would strengthen the Code as it applies to midwives. 
The resolution was then adopted. 

The Committee recommended that the following 
resolution be approved in principle and be referred 
to the Committee on Medical Service urging favor- 
able action and requesting constructive recommenda- 
tions. In addition, component societies and hospital 
staffs would be urged to make a study of the Pennsyl- 
vania plan as it applies to improved medical service. 
The resolution was adopted: 

RESOLVED that The Medical Society of Virginia 
inaugurate a “Program of Improved Medical Serv- 
ice”, as outlined by Dr. John S. Donaldson of Pitts- 
burgh and as described in the attached publication 
of the Pennsylvania Medical Society. (Publication 
referred to on file in State office). 

The House then adopted the following resolution 
as recommended by the Committee: 

RESOLVED that The Medical Society of Virginia 
reaffirm opposition amending the Blue Cross-Blue 
Shield statutes in such manner as to permit a volun- 
tary, non-profit membership corporation to conduct 
a plan for furnishing pre-paid hospital, medical, sur- 
gical and dental service in Virginia. 

The following resolution, upon the recommenda- 
tion of the Reference Committee, was referred to the 
Committee on Medical Service for study: 

Wuereas: the supply and distribution of hospital 
beds is one of the basic determinants of the level of 
hospital usage; and 

WHEREAS: an unduly high level of hospital usage 
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unnecessarily increases the public’s expense of health 


care, be it paid directly or through prepayment plans; 

THEREFORE, BE It RESOLVED that The Medical 
Society of Virginia explore the possibility of laying 
long range plans for all new hospital construction 
and for all remodelling which involves an increase 
in the supply of hospital beds. 

After approving a Committee request that the last 
paragraph be amended, the House adopted the fol- 
lowing resolution: 

Wuereas: Milk is a food product of great value, 
but, unless properly handled and controlled, of great 
risk; and 

Wuereas: There has been controversy in Virginia 
regarding the areas of responsibility relative to the 
control of milk sanitation between the State Health 
and Agriculture Departments; and 

Wuereas: The last General Assembly referred 
the entire problem of the sanitary control of milk to 
a VALC committee for study and recommendations; 
and 

Wereas: The State Departments of Health and 
Agriculture have cooperatively developed an agree- 
ment placing the responsibility for sanitary control 
of milk and milk products in the Department of Agri- 
culture on the dairy farm and to the processing plant, 
and on the Health Department in the processing 
plant and to the ultimate consumer; and 

WuereEas: The cooperative agreement developed 
by the State Departments of Health and Agriculture 
promise effective control of the sanitary protection 
of milk for the consumer, and provide a sensible and 
reasonable division of responsibility between the State 
Departments of Health and Agriculture; 

THEREFORE, Be It RESOLVED that the House of 
Delegates of The Medical Society of Virginia, as- 
sembled in Annual Session, approve an agreement 
to equitably divide responsibility for milk sanitation 
between Health and Agriculture Departments. 

Dr. Grossmann then introduced the following reso- 
lution which was adopted unanimously: 

Be Ir Resotvep that this body enthusiastically 
commend the Joint Committee on Arrangements of 
the Norfolk County and Princess Anne County Med- 
ical Societies for the outstanding job it has done in 
connection with the Annual Meeting. 

Br Ir Atso RESOLVED that the staffs of The Cava- 
lier Hotel and the Virginia Beach Convention Center 
be likewise commended for their effort and coopera- 
tion in making this meeting a most successful and 
memorable one. 

The House then heard a report from the Commit- 


VOLUME 87, DECEMBER, 1960 


tee on Nominations. Dr. Rector, Committee Chair- 
man, stated in closing that it was with great reluc- 
tance that the Committee has bowed to the request 
of Dr. Hundley that his name not be placed in nom- 
ination for re-election as Speaker. Dr. Rector went 
on to say that The Medical Society of Virginia owes 
Dr. Hundley a debt of gratitude for his many serv- 
ices performed so ably during the past twenty-five 
years. He then introduced the following resolution 
which was adopted by standing vote. 

Be Ir Resotvep that the deeply felt gratitude of 
The Medical Society of Virginia be conveyed to Dr. 
John T. T. Hundley for his unselfish service and 
express our regret that he finds it impossible to con- 
tinue as Speaker; and 

Be Iv FurTHER Reso.vep that the President di- 
rect the Editorial Board of the Virginia Medical 
Monthly to publish this resolution of gratitude to 
Dr. Hundley, Speaker of the House of Delegates 
of The Medical Society of Virginia. 

There followed considerable discussion regarding 
proper procedure of nominating Councilors, Delegates 
to the American Medical Association, etc. The fol- 
lowing nominations for Council were then received: 

2nd District: Dr. K. K. Wallace, Norfolk 
4th District: Dr. Fletcher J. Wright, Jr., 
Petersburg 

6th District: Dr. Alexander McCausland, 
Roanoke 

8th District: Dr. James G. Willis, 
Fredericksburg 

10th District: Dr. Richard E. Palmer, Alexandria 

It was moved and seconded that the Secretary cast 
an unanimous ballot in their favor. The motion 
carried. 

Received next were the following nominations from 
the 3rd and 4th Congressional Districts for the State 
Board of Medical Examiners: 


3rd District: Dr. Donald S. Daniel, Richmond 
Dr. W. H. Harris, Jr., Richmond 
Dr. Robley Bates, Richmond 

4th District: Dr. A. Tyree Finch, Farmville 
Dr. William Grossmann, Petersburg 
Dr. George Carroll, Suffolk 


The name of Dr. Holmes Chapman was removed 
from the list of nominees from the 4th District when 
it became known that he was ineligible for reappoint- 
ment. The nominees were approved and will be sub- 
mitted to the Governor for his consideration. 

The Committee’s nominees for Ist, 2nd and 3rd 
Vice-Presidents were elected by suspending the rules 
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and casting unanimous ballots. They were: 


Ist Vice-President: Dr. Mallory S. Andrews, 
Norfolk 

2nd Vice-President: Dr. W. C. Elliott, Lebanon 

3rd Vice-President: Dr. Harold W. Miller, 
Woodstock 


Dr. Russell Buxton, Newport News, was the Com- 
mittee’s nominee for President-Elect and was elected 
by acclamation—the Secretary being instructed to 
cast an unanimous ballot. 

Nominations were then received for the office of 
Executive Secretary-Treasurer and Robert I. Howard 
was re-elected. 

Dr. Fletcher J. Wright, Jr., was then elected 
Speaker of the House and Dr. Kinloch Nelson named 
Vice-Speaker. 

The House was advised that the term of Dr. Vin- 
cent Archer as Delegate to the American Medical 
Association expires on December 31. The names of 
Dr. Archer and Dr. Hundley were then placed in 
nomination and the voting conducted by ballot. A 
motion to suspend the rules was rejected. Dr. Archer 
was re-elected as Delegate and Dr. Hundley designed 
his Alternate. 

It was reported that the amendment to the Consti- 
tution adopted on the night of October 9 had been 
ratified during a general meeting on the morning of 
October 11. 

The House then adopted proposed amendments to 
Article VI and Article VIII of the By-Laws. The 
amendments would clarify the By-Laws by eliminat- 
ing reference to “Councilor Districts’ and would 
permit each Congressional District to organize a 
district council rather than imply that it must be 
done. 

There being no further business, the meeting was 
adjourned. 

Rosert I. HowArpD 
Secretary 
APPROVED: ALLEN Barker, M.D., 
President 


“Fifty Year Club’ Members—1960 


Albert Compton Broders, M.D. 
Antonio Austin Burke, M.D. 
Benjamin Leo Carleton, M.D. 
Mark Roy Faville, M.D. 

Fred Murchison Hodges, M.D. 
Alfred Power Jones, M.D. 
Paul Jones Parker, M.D. 
James Henry Roberts, M.D. 
Turner Southall Shelton, M.D. 
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Vaiden Aubrey Thornton, M.D. 
John Field Thaxton, M.D.* 
John Warwick Turman, M.D. 
Oscar Wilde Ward, M.D. 


* Died October 18, 1960. 


Members Whose Deaths Have Been Reported 
Since 1959 Annual Meeting 


Wyndham Bolling Blanton, M.D. 
Adrian Lambeth Carson, M.D. 
Edmund Madison Chitwood, M.D. 
Robert Lawrence Corbell, Jr., M.D. 
Charles Edward Conduff, M.D. 
William Nelson Eddy, M.D. 
William Latane Flanagan, M.D. 
Louis Friedman, M.D. 

John Francke Fox, M.D. 

Ramon David Garcin, M.D. 
Emmett Trible Gatewood, M.D. 
John Henry Gilligan, M.D. 
Robert Daniel Glasser, M.D. 
Hugh Johnson Hagan, M.D. 
Stafford Odell Handy, M.D. 
Benjamin Carroll Henson, M.D. 
Ursula N. Klein, M.D. 

Robert Bruce Lawrence, M.D. 
Emlyn Harrison Marsteller, Jr., M.D. 
Moir Saunder Martin, M.D. 
Dibrel Crowder Mayes, M.D. 
Elisha Leavenworth McGill, M.D. 
William Meyer, M.D. 

Clarence Vernon Montgomery, M.D. 
James Benton Nicholls, M.D. 
Walter Joseph Otis, M.D. 
Hubbard Corbin Padgett, M.D. 
William Branch Porter, M.D. 
William Daniel Prince, M.D. 
Alfred Chambers Ray, Jr., M.D. 
John Churchill Robertson, M.D. 
James Waller Smith, M.D. 

James Montrose Spencer, M.D. 
Richard Nevitte Sutton, M.D. 
Sidney Johnston Tabor, M.D. 
Arthur Hastings Taylor, M.D. 
Emmett Herman Terrell, M.D. 
James Walker Walters, M.D. 


Joint Medico-Legal Plan for Screening 
Medical Malpractice Cases 


The fundamental purposes of this plan are two-fold; 
on the one hand, to prevent where possible the filing in 
court of actions against physicians and their employees 
for professional malpractice in situations where the facts 
do not permit at least a reasonable inference of malprac- 
tice; and, on the other hand, to make possible the fair 
and equitable disposition of such claims against physi- 
cians as are, or reasonably may be, well founded. 

Both professional groups recognize that the mere filing 
of a malpractice action in court, however, unjustified med- 
ically it may be, causes substantial harm to the reputation 
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and practice of the physician concerned. Both groups 
recognize, at the same time, that persons having legitimate 


and meritorious grievances against physicians have here- 
tofore often encountered the greatest difficulty in sub- 
stantiating their claims with expert testimony in court. 

The instrumentality hereby jointly created for the pur- 
poses outlined above shall be known as the Joint Screening 
Panel of The Medical Society of Virginia and Virginia 
State Bar, hereafter referred to as the Panel. 


II 


COMPOSITION OF THE PANEL 


The permanent Panel shall consist of the members of the 
Medico-Legal Committees of the Medical Society and Bar 
Association; provided, however, that neither the Society 
nor Association shall be represented by more than ten 
members on the Panel. The Parel may, by a majority 
vote of its permanent members, call in all or more other 
physicians or attorneys to sit as members of the Panel in 
consideration of any particular case. Any permanent mem- 
ber of the Panel shall disqualify himself from considera- 
tion of any case with which, by virtue of his circum- 
stances or official position, he has or may have any per- 
sonal or official connection, or as to which he feels that 
his presence on the Panel is for any reason inappropriate, 
considering the purposes of the Panel. 


Ill 
CASES SUBMITTED 


Any attorney may submit a case for the consideration 
of the Panel by addressing a request, in writing, signed by 
both himself and his client, to the Executive Secretary of 
The Medical Society of Virginia. This letter request shall 
contain the following: 

1. A brief statement of the facts of the case, showing 
the persons involved, the dates, and the circumstances, so 
far as they are known, of the alleged act or acts of mal- 
practice. 

2. A statement authorizing the Panel, through its Chair- 
man, to obtain access to all medical and hospital records 
and information pertaining to the incident and, for the 
purposes of its consideration of the matter only, waiving 
his client’s privilege as to the contents of those records. 
Nothing in that statement shall in any way be construed 
as waiving that privilege for any other purpose or in any 
other context, in or out of court. 

3. An agreement that the deliberation and discussions 
of the Panel and of any member of the Panel in its de- 
liberation of the case will be confidential within the Panel 
and privileged as to any other person, and that no Panel 
member will be asked in any action to testify concerning 
the deliberations, discussion and internal proceedings of 
the Panel. 

4+. A request that the Panel consider the merits of the 
claim and render its report to him. 

5. A statement that the attorney has read, understands 
and subscribes to the plan for screening medical malprac- 
tice cases and has advised his client thereof and that the 
client agrees to the submission of the facts pursuant to the 
plan. 
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6. A fifty dollar fee shall accompany 
for a hearing. 


each application 


7. Written consent to a review by the Panel signed 
by the physician in question and his attorney, as the case 
may be, shall accompany each application. 

Cases which the Panel will consider shall include all 
cases involving any alleged act of professional negligence 
occurring in Virginia, by a member of the Society, his 
servants, agents, or employees. 


IV 


PROCEDURE BEFORE THE PANEL 


Requests for review submitted to the Executive Secre- 
tary of The Medical Society of Virginia shall be brought 
before the next meeting of the Joint Medico-Legal Com- 
mittee of the Medical Society and Bar Association. At that 
time the Joint Committee, sitting as the permanent mem- 
bers of the Panel, shall determine what, if any, additional 
physicians or attorneys shall be called to sit in review of 
each case, and a date and time shall be set for the Panel’s 
hearing of and consultation on each case. In no instance 
shall the date assigned be more than forty-five days after 
the receipt by the Executive Secretary of The Medical 
Society of Virginia of the request for review. In any 
hearing of any case brought before the Panel for review 
a quorum of the Panel for the purpose of deciding the 
issues submitted to it, shall consist of a majority of those 
permanent members of the Panel who have sat on all 
hearings of the issues. 

At the time set for hearing of the case the attorney 
submitting it for review shall be present and shall state 
his case, including a resume of the facts constituting 
alleged professional negligence which he is prepared to 
prove. The physician or physicians against whom the 
claim is brought, and his attorney, may be present and 
may make a statement of his or their case. The monetary 
damages in any case, if there are any, shall not be sub- 
ject of inquiry or discussion. The hearing will take the 
form of an informal discussion, and no official record shall 
be kept. When the parties present have been heard the 
Panel may take the case under advisement or it may 
request that additional facts, records, or other information 
be obtained and presented to it at a supplemental hearing, 
which shall be set for a date and time certain, not longer 
than 15 days from the date of the original hearing unless 
the attorney bringing the matter for review shall in writ- 
ing consent to a longer period. Any second hearing shall 
be held in the same manner as the original hearing, and 
the attorney and physician concerned may be present. 

Each case shall be taken under advisement by the 
Panel which shall consider all of the relevant material 
made available to it at the hearings or otherwise, in the 
form of statements or records. The Panel shall consider 
only whether, in the light of the material presented, there 
is a reasonable possibility that the acts complained of 
constitute professional negligence, and whether there is a 
reasonable medical probability that the claimant was 
injured thereby. The Panel shall make no effort to re- 
solve disputed questions of fact except to determine 
whether in its judgment there is any substantial evidence 
to support the facts alleged by the claimant. The Panel 
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shall make no findings respecting the quantum of dam- 
ages in the case, if any there are. 

The Panel shall not make any effort to settle or com- 
promise any claim, or express any opinion on the monetary 
value of any claim. All votes of the Panel on any such 
question before it will be by secret ballot. All decisions 
shall be taken by a majority vote of those permanent 
members of the Panel present who have sat on all hearings 
of the issue. 

Its answers to these questions shall be submitted in 
writing, to the attorney bringing the matter for review, 
and, the physician and his attorney concerned. A copy of 
each report shall be retained in the permanent files of 
the Panel. The deliberations of the Panel shall be and 
remain a secret. The written opinion shall in every case 
be signed for the Panel by its elected chairman, and shall 
contain only the conclusions reached by a majority of its 
mmbers, except that any Panel member may request in 
writing that his dissent from the conclusions of the Panel 
be noted in the official records of the Panel, and may, at 
his election, append to the written report submitted to 
the parties concerned his own written dissenting opin- 
ion. The opinion reached in any case shall be treated in 
every respect as confidential between the Panel and its 
members on the one hand and the persons directly con- 
cerned in the case on the other hand. 

In any case where the Panel has determined that the 
acts complained of were or reasonably might be profes- 
sional negligence and that the claimant was or may have 
been injured thereby, the Panel, its members and the 
Medical Society will cooperate fully with the claimant in 
retaining a physician or physicians qualified in the field 
of medicine involved, who will consult with and testify 
on behalf of the claimant, upon his payment of a reason- 
able fee, to the same effect as if the said physician or 
physicians had been engaged originally by the claimant. 
In a case where the Panel has determined that there is 
no reasonable possibility that the acts complained of con- 
stituted professional negligence and/or no reasonable med- 
ical probability that the claimant was injured thereby, the 
attorney bringing the matter for review shall thereafter 
refrain from filing any court action based upon it unless 
personally satisfied that strong and overriding reasons 
compel such action to be taken in the interest of his client, 
and that it is not done to harass or gain unfair advantage 
in negotiation for settlement. It is not intended that the 
submission of any case to the Panel shall be considered 
as a waiver by the attorney or his client of their ultimate 
right to decide for themselves whether the case shall be 
filed. However, any attorney who brings a case before 
the Panel shall weigh its conclusions in the greatest pro- 
fessional good faith. 

JOINT MEDICO-LEGAL COMMITTEE OF 
THE MEDICAL SOCIETY OF VIRGINIA 
AND VIRGINIA STATE BAR 
Harry ANDERSON, Chairman 
Liaison Committee to State Bar Association: 
Epwarp E. Happock, M.D. 
W.u1AM Do any, M.D. 
G. T. Mann, M.D. 
T. AppIson Morcan, M.D. 
Joun O. Boyp, Jr., M.D. 
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To Confer with Medical and Allied Organizations 


Your Chairman represented the Society at several meet- 
ings of the Health Careers Recruitment Committee of the 
Virginia Council on Health and Medical Care. 

This Committee has been active and has accomplished 
much good work in helping to guide young people into 
medical and allied careers. Much interesting and well 
prepared literature has been distributed to schools so that 
local counsellors can advise students concerning careers 
in dietetics, audiology, dentistry, environmental sanita- 
tion, health education, hospital administration, medical 
records library, medical technology, medicine, occupational 
therapy, pharmacy, physical therapy, podiatry, practical 
nursing and professional nursing. 

Professional speakers have been furnished when re- 
quested for schools in each group, if possible. 

This work has been carried out under the energetic and 
stimulating leadership of Mrs. Cynthia N. Warren, Direc- 
tor of Health and Personnel Program, and the Committee 
commends to our Society her good work and that of her 
committee and urges that we cooperate in this work. 


M. M. Pinckney, M.D., Chairman 


Liaison to State Department of Health 


Two matters of considerable importance have recently 
been referred to your committee for necessary action. One 
of these has to do with the number of previously unknown 
individuals whose deaths are attributed to tuberculosis, 
and the other the question of how best to utilize those 
beds in our tuberculosis hospitals which are becoming 
more and more available. 

The committee was advised that last year there were 
260 deaths caused by tuberculosis and 105 of these were 
individuals not previously known to local health depart- 
ment ofhcials. Dr. Shanholtz and Dr. Wagner have ex- 
pressed concern over this situation and believe some work- 
able system, similar perhaps to that employed by the 
Committee on Maternal Health in its investigation of 
maternal deaths, should be devised. Such investigations 
would be not for the purpose of fixing blame on any phy- 
sician but rather to pin-point causes and thereby take steps 
to improve the situation. 

It is this committee’s recommendation, therefore, that 
the President of The Medical Society of Virginia appoint 
a Special Committee on Tuberculosis to work with the 
State Department of Health in devising and carrying out 
a program designed to reduce the number of persons with 
tuberculosis not known to local and State health authori- 
ties. 

With reference to proper utilization of beds at the 
State’s tuberculosis hospitals, there are many factors 
to be considered. After giving the matter careful thought 
the committee recommends that the folllowing resolutions 
be adopted: 

Whereas: There is a very definite need, increasingly 
recognized in this State and others for relatively short 
periods of hospitalization of patients with chronic chest 
conditions, other than tuberculosis, and 

WHEREAS: Many patients with these conditions can, as 
a result of such care, be returned home to care for them- 
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selves and even to a greater or lesser degree restored to 
self-support, and 

Wuereas: Hospitalization in the University of Virginia 
Hospital for the full length of time required to insure 


the fulfillment of these purposes would be needless, and 
extremely costly, and 

WuHerEAS: Much money can be saved by the State by 
making available less expensive beds for completion of the 
patient's rehabilitation beyond the short term treatment 
in the University Hospital prescribed for the acute or 
sub-acute episode for which the patient is admitted to the 
University Hospital, and 

WHEREAS: Less expensive infirmary type beds at Blue 
Ridge that could be used in cooperation with the Univer- 
sity for immediate post-hospital care, are becoming in- 
creasingly available, and 

Wuereas: In addition a considerable number of am- 
bulatory beds at Blue Ridge, no longer needed for tuber- 
culosis, likewise could be utilized at a later stage by such 
patients for purposes of recuperation and completion of 
a durable rehabilitation—in preparation for return home. 

THEREFORE, Be Ir ResoLvep: That The Medical Society 
of Virginia approve the use of surplus beds at Blue Ridge 
Sanatorium, by cooperative arrangement with the Univer- 
sity, for selected indigent and medically indigent patients 
afflicted with chronic chest conditions that could be bene- 
fited by periods of additional institutional care and _ re- 
habilitation. Such care, especially for those needing to 
return periodically, is available at the University itself 
only at far greater cost. 

Such an arrangement would make it possible to make 
much more certain that full and lasting benefit would re- 
sult from emergency or short term treatment in the Uni- 
versity Hospital and would enable most to return home, 
without, by default, becoming permanent charges to the 
State. 

It is understood that patients who obviously are not 
good prospects for the aforementioned program, i.e., plain 
domiciliary cases, would not be eligible for consideration; 
and any patient who, as a result of processing and evalu- 
ation was found not to be suitable for rehabilitation, as 
above described, would be discharged as soon as that 
fact were made known, i.e., domiciliary care would def- 
initely not be a part of the program. 


WILLIAM GrossMANN, M.D., Chairman 


Alcoholism 


Symposium, which now means a learned discussion, in 
Greek times meant a drinking party. High thinking was, 
however, far from being neglected. In fact, the purest 
gems of philosophy, among them Plato’s “Symposium”, 
originated in these enjoyable gatherings. The Greeks de- 
rived more inspiration from their wine-cups than we get 
from our tea-cups (when 
“stinking” thinking). 


“in our cups’ we get only 


It is, indeed, unfortunate that a drinking party can no 
longer be a scene of learned discussions. It is rather a 
social gathering wherein people talk af each other rather 
than fo each other. This becomes progressively amplified 
as the party nears its climax, so much so that nowadays 
the news commentators, in discussing the Washington 
Scene, refer to the “din index”. 
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As stressed in our report last year, the cocktail party 
is regarded by many as the sine qua non for climbing the 
social ladder. We thus see laid out plainly before us the 
case for alcoholism, i.e., social pressures and exposures 
to alcohol as persistent as hurricane rains with conviv- 
iality and courtesy left far behind in this mad rush to- 
ward immoderation and excess in pursuit of ecstatic ob- 
livion, The thin shell between heavy social drinking and 
alcoholism is cracked and the noise is drowned out by 
that of the breaking of the sound barrier at every cock- 
tail party. 

The social stage then stays primed to set off compulsive 
drinking in a certain percentage of our population. How 
do we of the medical profession propose to meet the chal- 
lenge of alcoholism? 

At our June meeting, your committee made the following 
observations: 


The responsibility for treatment of alcoholism is the 
responsibility of all physicians. 

The person who does not know how to handle his 
neurosis should first be helped by his family doctor 
and avoid excessive self-medication. The therapy of al- 
coholism should begin at home. The family has to be 
treated as a unit. Thus we start at the grass roots. 
Only those who cannot be handled at that level should 
be treated at a higher echelon. 


We need to sharpen our diagnostic criteria and acumen. 
Just because a man has not missed a day from work does 
not preclude his being an alcoholic. Just as we should 
recognize multiple sclerosis before the “Charcot triad” 
develops, we should be keenly cognizant of early warnings 
of alcoholism. After all, alcohol may be only a contingent 
cause. Is the first drink non-traumatic, or is it associated 
with a problem that causes it to lead to alcoholism? 

We propose a series of short monthly articles on the 
“Office Care of the Alcoholic Patient” as a practical ap- 
proach to the problem. Then, as soon as the demand can 
be created, a workshop, or SYMPOSIUM (as mentioned 
at the beginning) can be held at a state meeting. 

S. SLoan, M.D., Chairman 
James Asa SHIELD, M.D. 

Esse C. Horr, M.D. 

F. Gisss, M.D. 

JouN J. Jorxo, M.D. 


Medical Education 


The Committee has concerned itself entirely with the 
directive from the House of Delegates in 1959, to look 
into the problem of intern supply and distribution in Vir- 
ginia Hospitals. The Committee thought it would be well 
to study the Michigan Plan for Post Graduate Education 
as a possible solution of the problem assigned for study 
in Virginia. 

A Sub-Committee was set up to make this study and 
its report is herewith presented as submitted to the whole 
Committee. 


Sub-Committee to Study the University of Michigan 
Medical Center’s Postgraduate Program 


A meeting of the Sub-Committee to Study and Evaluate 
the University of Michigan Medical Center’s Postgraduate 
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Program was held at Society Headquarters on Tuesday, 
April 12, 1960. Attending were Dr. John C. Watson, 
Chairman, Dr. Wyndham B. Blanton, Jr., and Dr. William 
R. Sandusky. 

Dr. Sandusky and Dr. Blanton described their trip to 
Ann Arbor and submitted individual reports written im- 
mediately following their interviews with those respon- 
sible for the Michigan Program. 

Postgraduate medical education at the University of 
Michigan Medical Center is well supported, organized 
and directed. It encompasses three major activities in 
the field of postgraduate medical education: an extra 
mural program, an intra mural program, and an affliated 
hospital program. It was generally agreed the overall 
program has many advantages, the principal ones being: 

1. A probable improvement in the quality of medical 

practice in those areas of the state participating in 
the program. 

2. A probable improvement in medical schools-com- 

munity public relations. 

3. An effective means of postgraduate education for 

the attending physicians of the participant hospitals. 


Since the two Virginia medical schools jointly conduct 
an extra mural program and individually previde an intra 
mural one, the Sub-Committee concerned itself chiefly 
with consideration of the affiliated hospital program. Un- 
der this program house staff from the afhliated hospitals 
come to the University Medical Center for nine months 
of straight didactic teaching, with no clinical experience 
during that period. This is a key disadvantage and 
doubts as to the advisability of this have been expressed 
by many of the certifying boards. The Sub-Committee 
shares the doubt that this is effective teaching. 

It is to be noted that in Michigan the non-university 
hospitals engaged in the plan are large ones. Presumably 
each has adequate clinical material and uses the plan 
simply to supplement its teaching program. For the most 
part this is not the case with Virginia’s smaller hospitals, 
which perhaps need supplementary didactic teaching, but 
whose programs also need additional clinical experience, 
particularly in sub-specialties. 

This program would involve a major expense to the 
State of Virginia in money and to the medical profession 
in effort. It is important that any program adopted should 
be a good bargain in terms of costs for educational re- 
turn. 

In summary, the Sub-Committee came to the following 
conclusions: 

1. Duplication of the Michigan Affiliated Hospital Plan 
in Virginia does not, at this time, appear advisable 
because: 

a) A long period devoted solely to the didactic 
method probably is not the best form of teaching 
at the house officer level. 

b 


It is doubtful if such a program would make it 
easier to obtain approval of residency programs. 


c) More residency openings would be created at a 

time when a shortage of applicants is a major 

problem. 

d) It is believed that the funds necessary for such 
a program could be utilized to better advantage. 


2. A definite problem exists throughout the State with 
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reference to postgraduate medical education. It is 
believed that other avenues should be explored with 
a view toward finding a favorable solution. 


At a called meeting of the Committee on Education on 
July 7, 1960, the Sub-Committee’s report was presented 
and it was decided by the Committee to present this re- 
port in its entirety for its valuable information to the 
Society. 

It was the unanimous opinion of the members of Com- 
mittee present that the Committee on Education should 
in the future explore further ways and means of a solu- 
tion of the problems of Post-Graduate Medical Educa- 
tion in Virginia and it is so recommended by the Com- 
mittee. 

M. H. Harris, M.D., Chairman 


AUDITOR’S REPORT 


OFFICERS AND COUNCILORS 
THE MEDICAL SOCIETY OF VIRGINIA 
RICHMOND, VIRGINIA 


GENTLEMEN: 


We have made an examination of the books and records 
of THE MEDICAL SocieTy OF VIRGINIA, Richmond, Virginia 
for the fiscal year ended September 30, 1960, and have 
prepared therefrom the Balance Sheet, Exhibit “A”, State- 
ment of Surplus, Exhibit “B”, and Statement of Income 
and Expenses, Exhibit “C’”. With the exceptions noted in 
the immediately following paragraph, our examination was 
made in accordance with generally accepted auditing 
standards and accordingly included such tests of the ac- 
counting records and such other auditing procedures as 
we considered necessary in the circumstances. 

We did not verify the accounts receivable by direct 
correspondence with the debtors, nor did we verify the 
accounts payable. It will be noted from the balance sheet 
that the amounts of these items are not material in rela- 
tion to the financial position as a whole. 

It is our opinion that the Balance Sheet, Exhibit “A”, 
presents fairly the financial position of the Society at 
September 30, 1960, in accordance with generally accepted 
principles of accounting. The Statement of Income and 
Expenses, Exhibit “C”, is prepared on a basis of cash 
actually received and disbursed. 

Yours very truly, 
MiTcHELL, Wiccins & CoMPANY 
By CHaRLes W. ANDERSON 
Certified Public Accountcnt 


BALANCE SHEET 
September 30, 1960 
Assets 
GENERAL FunpD 


Accounts receivable: 
Dues from members— Estimated 
collectible value—1960 dues 
50 @ $1,250.00 
Advertising—Virginia Medical 
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Investments: 


United States Savings Bonds— 
Present value (Schedule 1)......... 


PLant Funp 
Land and buildings—At cost (Schedule 2). . 
Furniture and equipment: (Schedule 2) 
Estimated value—October 1, 


Cost of acquisitions since Oc- 
tober 1, 1950..... 


LIABILITIES AND SuRPLUS 
GENERAL Funb 


Accounts payable: 
Preparation of Medical Journal 
September, 1960 
Surplus: 
Available for appropriation 
Balance—September 30, 1960 (Ex- 
hibit “B” 


PLant Funp (Exhibit “B” 


Surplus invested in plant assets 


STATEMENT OF SURPLUS 


$109,972.10 


$112,073.67 


13,054.41 


Exuisir “A” 


3,187.86 


106,784.24 


$109 972.10 


$125,128.08 


$125,128.08 


For the Fiscal Year Ended September 30, 1960 


GENERAL Funp 


Balance—October 1, 1959 


Add: 
Excess of income over expenses 
Decrease in accounts payable. 669.43 
Increase in bond interest ad- 
578.50 
Deduct: 


Decrease in accounts receivable 1,462.39 


Balance—September 30, 1960 (Exhibit “A”). 


PLant Funp 
Balance—October 1, 1959... 


Balance—September 30, 1960 (Exhibit “A”). 
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Exursit “B” 


$ 91,535.10 


15,249.14 
$106,784.24 


$125,128.08 
None 


$125,128.08 


STATEMENT oF INCOME AND EXPENSES 


For the Fiscal Year Ended September 30, 1960 


Exutsit “C” 


ACTUAL BupGet 
Gross INcoME 
Membership dues........ ..$ 61,658.07 
Interest on investments. ...... 1,115.81 
American Medical Association. 423.13 
Miscellaneous................ 387.49 


Virginia Medical Monthly: 
Advertising. . . .$47, 308.98 
Subscriptions- 


Nonmembers. 387.05 47 ,696 .03 


$111,280.53 


EXPENSES 


Executive office: 


Salaries..... $ 29,270.27 $ 29,635.00 
Telephone and telegrams. ... 1,438.72 1,550.00 
Postage. ... 1,931.30 1,250.00 
Stationery and supplies. .... 1,144.17 1,200.00 
Office equipment—Repairs 

and replacements...... 2,140.55 2,000.00 
Building maintenance and re- 

pairs—Net............... 4,689.98 4,100.00 
Convention expense..... ...( 3,694.42) 1,000.00 


Council and committee ex- 
penses.... 


Delegates and executive as- 


sistant to A.M.A..... 1,544.97 1,800.00 
President’s expenses. . . 796.24 1,000.00 
Traveling expenses...... 1,365.73 1,500.00 


Preparation and distribution 


of medicai journal 37 955 . 34 40 ,000 .00 
Scientific exhibits 1,878.25 2,500.00 
Legal expenses na 3,575.00 2,500.00 
Walter Reed Commission 234.18 500.00 
Woman’s Auxiliary . 80.68 100.00 
Membership dues—Affliated 

150.00 215.00 
Editor—Virginia Medical 

Special appropriations: 

Virginia Council Health and 

Education........ 3,000.00 3,000.00 

American Medical Educa- 

tion Foundation........ 3,000.00 3,000.00 
National Society on Medi- 

cal Research. .. ae 150.00 150.00 
Rural Health............ 500.00 500.00 
Student American Medical 

Association. ....... 250.00 250.00 

Other special appropriations 200.00 850.00 
Social security taxes. .... 585 .66 500.00 
Miscellaneous... .. 513.00 600 .00 


Total—Executive Office .$ 94,918.59 $102,300.00 
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Public relations department: 


Conference expenses........$ 786.70 $ 1,000.00 
Radio and press............ 45.29 500.00 
Literature and bulletins... .. 66.35 200 .00 
Total—Public relations 
department......... $ 898.34 $ 1,800.00 
Tota Expensss.......$ 95,816.93 $104,100.00 


Excess oF OPERATING 
Income Over OPERAT- 
ING Expenses (Exhibit 


Piant Funp Assets 
September 30, 1960 
ScHEDULE 2 
Lanp cost 
4205 Dover Road, Windsor 
Farms, Richmond, Virginia: 


22,706.58 
Office building.............. 86,161.68 


Furnishings and decorations.. 2,205.41 $111,073.67 


Walter Reed House, Belroi, Virginia....... 1,000.00 


Tora. LAnp AND BuiLpINGs........ $112,073 .67 


Orrice Furniture anp EQuipMENT 


Estimated insurable value at October 1, 


Cost during fiscal year ended 


September 30, 1951....... $ 951.65 
Cost during fiscal year ended 


September 30, 1959....... 6,749.65 7,701.30 


Orrice FuRNITURE AND Equtp- 


MENT... 
Toray Piant Funp Assets (Exhibit 
FinanctaL 

The financial condition of the Society at September 30, 1960; 

is shown in the Balance Sheet, Exhibit “A”, on the accrual 

basis. A summary of the financial condition at September 30, 

1960, is presented as follows in comparison with the two 
preceding years: 


SEPTEMBER 30, 


AsseETS 1960 1959 1958 
32,240 41 $ 66,776.81 $ 54,466.41 
Accounts receivable 6,700.19 8,162.58 6,726.18 
Investments....... 21,031.50 20,453.00 19,953.50 
Land, buildings and 
equipment...... 125,128.08 125,128.08 132,469.75 


Totrats—ALL 
Funps. .. .$235,100.18 $220, 


LiaBILiTiEs, SURPLUS AND Funp BALANCE 


Liabilities: 
Accounts pay- 
able..........8 3,187.86 $ 3,857.29 $ 3,064.80 
Surplus: 
General fund.... 106,784.24 91,535.10 78,081.29 
Fund balance: 
Plant fund...... 125,128.08 125,128.08 132,469.75 


Totrats—ALL 
Funps. .. .$235,100.18 $220,520.47 $213,615.84 


Analyses and explanations of the more important balance 
sheet accounts follow: 


Casu—$82,240.41 


Recorded cash receipts were accounted for by deposits in 
the banks and disbu sements were supported by properly 
signed and endorsed paid checks. Balances on deposit at 
September 30, 1960, were verified by direct correspondence 
with the banks as follows: 


First and Merchants National Bank—Check- 
ing account 


$ 48,716.55 
Bank of Virginia—Savings account........ 8,705.08 
Southern Bank and Trust Company—Sav- 
1,209.27 
Franklin Federal Savings and Loan Associa- 


ings account 


tion—Savings account. 
Richmond Federal Savings and Loan As- 
sociation—Savings account........ 11,836.32 


INVESTMENTS—$21,031.50 

United States Savings Bonds, as shown in Schedule 1, 
were verified by inspection of the securities held in a safe 
deposit box at First and Merchants National Bank, Rich- 
mond, Virginia. They are shown in the balance sheet at 


their current redemption value. 


PLant Funp Assets—$125,128.08 
Details of the plant fund assets are shown in Schedule 2. 


No indebtedness against these assets was disclosed by the 
records. 
OPERATIONS 
The income and expenses for the fiscal year ended Septem- 
ber 30, 1960, are show’: ‘n Exhibit “C’’, prepared on the cash 
receipts and disbursements basis. A summary of income, 
expenses and capital outlays for the current year are compared 


with that of the two preceding years as follows: 


FiscaL YEAR ENDED 
SEPTEMBER 30, 
1960 1959 1958 
InNcomi 
Membership dues. .$ 61,658.07 $ 57,935.24 $ 54,354.49 
Medical monthly 
publication . 47,696.03 46,630.67 43,045.56 
Other operating in- 
1,926.43 1,439.71 6,499.76 
Torat...... $111,280.53 $106,005.62 $103,899.81 
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EXPENSES 
Executive office. ..$ 94,918.59 $ 89,745.05 $ 81,774.12 
Public relations de- 

partment 898 34 


681.59 


820.23 


Torat...... $ 95,816.93 $ 90,426.64 $ 82,594.35 


OPERATING In- 
COME OVER 
Expenses.$ 15,463.60 $ 15,578.90 $ 21,305.46 


Oruer INCOME 
Proceeds from sale 
of property..... 23,715.15 
TOTAL. 054: $ 15,463.60 $ 39,294.13 $ 21,305.46 


OutTLay... 26,983.73 65,008.01 


Income OvER 
(Unpver)Ex- 
PENSES AND 
CAPITAL 
Out ay....$ 15,463.60 $ 12,310.40 43,702.55) 


In GENERAL 


The bookkeeping records were found to have been kept in 
a satisfactory manner. 

Insurance in force at September 30, 1960, determined from 
policies on file, was as listed below: 


Fire AND ExtTeNpED COVERAGE 
Office furniture and fixtures 
Building—Windsor Farms, Richmond, Vir- 


ginia 69 ,000 .00 
Walter Reed House, Belroi, Virginia. 2,000.00 


$ 14,000.00 


LIABILITY—Owner’s, LANDLORD’S AND TENANT'S 


$25 ,000.00-$ 50,000.00 


Bodily injury 


Property damage 5,000.00 
Bonps 

Executive Secretary—Treasurer $ 5,000.00 

Secretary... 5,000.00 


InvestMENT Bonps 


September 30, 1960 


No. 

Bonps Series Bonps Datep Dur 
U. S. Savings F 6 10-1-49 10-1 
U. S. Savings V 13 5-1-55 5-1 
U. S. Savings V 11 12-1-55 12-1 
U. S. Savings \ | 12-1-55 12-1 
U. S. Savings V 1 1-1-56 1-1 
U. S. Savings \ 2 2-1-56 2-1 
U. S. Savings V 2 7-1-56 7-1 

Porat 


ScHEDULE 1 

VALUE AT VALUE AT 

Cost 9-30-59 9-30-60 
220.00 $2,742.00 $ 2,835.00 
,680.00 5,057.00 5,200.00 


VALUE AT 

Marvrity 

$ 3,000.00 §$ 
6,500.00 


11,000.00 920.00 8,448 .00 8,679.00 

500.00 360.00 384.00 394.50 
1,000.00 720.00 768 .00 789 00 
2,000.00 1,440.00 1,536.00 578.00 
2,000.00 1,440.00 


1 
_ 1,518.00 1,556.00 
$20,453.00 $21,031.50 


$26,000.00 $18,780.00 
~ (Exhibit “A”) 


Arthur Godfrey, famous radio and television per- 
sonality, has received the first medallion of merit ever 
awarded by The Medical Society of Virginia. The 
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silver medallion was presented Godfrey during the 
Society’s annual Banquet at Virginia Beach. 
An overflow gathering of 550 heard Dr. Allen 
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Barker thank the entertainer for his many services on 
behalf of American medicine, and urge him to con- 
tinue his good work. Godfrey has repeatedly urged 
his audiences to see their family physicians often 
in the interest of preserving good health and has 
cited his own victories over recent illnesses as proof 
of what modern medicine can accomplish. 

In accepting the award, Godfrey told of the work 
being carried on by the African Research Foundation, 
and alerted the profession to possible calls for as- 
sistance and advice. He stated that he would per- 
sonally deliver a Piper Apache airplane to Founda- 
tion officials next spring and will fly several of the 
missions so vital to the project. Planes must often 
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land on small strips carved out of the jungle in 


order to pick up patients who must be flown to treat- 
ment centers without delay. 

The medallion of merit was actually the result 
of an idea by Dr. Charles E. Horton, Co-Chairman 
of the Local Committee on Arrangements for the 
1960 Annual Meeting. The idea caught on imme- 
diately and the choice of Godfrey as recipient was 
unanimous. 

Featuring an embossed Seal of the Society on one 
side and an appropriate inscription on the other, the 
medallion was struck by one of the nation’s outstand- 
ing engravers, and was presented in a silver case 


bearing Godfrey’s signature. 
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Woman’ Auxiliary 


President Mrs. F. Clyde Bedsaul, Floyd 
President-Elect Mrs. William F. Grigg, Jr., Richmond 


Mrs. Robert Keeling, South Hill 
Mrs. Theodore McCord, Fairfax 
Mrs. Byron Eberly, Portsmouth 


Vice-Presidents 


Recording Secretary. Mrs. A. B. Gravatt, Jr., Kilmarnock 
Mrs. J. Glenn Cox, Hillsville 


Mrs. James M. Moss, Alexandria 


Corresponding Secretary 
Treasurer 
Publications Chairman Mrs. Custis L. Coleman, Richmond 


Directors Mrs. Walter A. Porter, Hillsville 
Mrs. Charles A. Easley, Jr., Danville 
Mrs. John R. St. George, Portsmouth 


Letter from the President. 
Dear Presidents and Auxiliary Members, 


By this time every Auxiliary should be well along 
with its program for the year. Each member is of 
importance, and can mean much in her own auxiliary 
in carrying out the various projects. As we recruit 
new members for the auxiliary, we will obtain a 
better relationship in our medical family. Our Na- 
tional Membership chairman, Mrs. W. G. Thuss, 
has said, “It is inconceivable to auxiliary members 
that a physician’s wife should not want to ally her- 
self with an organization whose sole purpose is to 
carry out the projects referred and approved by the 
medical profession. The program is diversified. Every 
type of service may be contributed to a community 
through the auxiliary—religious, cultural, civic, edu- 
cational and health. Lending her authority and pres- 
tige in her work are 80,000 women who stand solidly 
behind her. This is a privilege no doctor’s wife can 
afford to overlook today.” 

All State chairmen need your help. As we become 
informed about the entire program of the Auxiliary, 
our interest in each committee will take on new mean- 
ing. You should hear from each chairman soon con- 
cerning the work of each committee. State chairmen 
should send presidents and local chairmen the same 
letter in planning the component auxiliary work. 

Our mid-year conference and Board meeting will 
be January 18, 19, 1961, at The Medical Society of 
Virginia Headquarters Building, 4205 Dover Road, 
Richmond. Please plan to attend, all presidents and 
presidents-elect, and all state chairmen. A written 
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report of your work, to that time, is requested. An 
informative program is being planned for you. 
After we have done our work and had our pro- 
grams, let us tell others about it. Please give an 
account of your meetings, briefly stating the essence 
of the speaker’s message, and the projects the aux- 
iliary is engaged in to the local papers. Then, send 
an account of it, for the Auxiliary page of the Virginia 
Medical Monthly, to Mrs. Custis L. Coleman, Pub- 
lications Chairman, 5513 Matoaka Road, Richmond. 


May the blessings of the holiday season be yours, 
Sincerely, your president 


ROSAMOND BEDSAUL, (Mrs. F. CLYDE) 


Committee Chairmen 1960-1961 


Organization and Membership 
Mrs. William F. Grigg, Jr., Richmond 


Finance____-_-.-_-Mrs. Walter A. Porter, Hillsville 
Program____------Mrs. Robert Keeling, South Hill 


Legislation and Key Woman 
Mrs. Wyndham B. Blanton, Jr., Richmond 


Community Service-Mrs. Hugh Stokes, Williamsburg 


Revisions_—-~-~~ Mrs. Raymond S. Brown, Gloucester 
Publications._..Mrs. Custis L. Coleman, Richmond 
Bulletin._________-_Mrs. C. C. Hatfield, Saltville 


Health Careers__ Mrs. Jos. E. Gardner, Harrisonburg 
Health Education 
Mrs. Milton D. Friedenberg, Richmond 
Mrs. Fredric Delp, Pulaski 
Civil Defense__Mrs. George Chucker, Clifton Forge 
Leigh-Hodges-Wright__Mrs. Ed. S. Ray, Richmond 
Members-at-Large_._._Mrs. W. N. Thompson, Stuart 
Philanthropic Fund__-Mrs. Ralph Landes, Danville 
American Medical Education Foundation 
Mrs. H. L. Bastien, Arlington 
Student Loan Fund__Mrs. Lee S. Liggan, Irvington 
Research and Romance of Medicine 
Mrs. C. Sherrill Armentrout, Harrisonburg 
Councilor to Southern Medical Association 
Mrs. James M. Moss, Alexandria 
Nominating-_.__Mrs. Carl P. Parker, Falls Church 
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On the Speed of Surgery 


PEED PER SE in the conduct of surgery, to the exclusion of the other technical 

niceties is, fortunately for all concerned, obsolete. In the early days of the modern 
inception of surgery, the excellence of the surgeon was usually determined by the rapid- 
ity with which he attacked, or possibly assaulted, the tissues involved. Speed was of 
the essence, and resulted in small incisions, poor exposure, Gargantuan suture material, 
brutal handling of tissue, gigantic rough instruments and frequently, a total lack of 
appreciation of the physiology of the human body both locally and systemically. Due 
to the resilience of Nature; the inherent, almost irrepressible healing tendency endowed 
us by a kind Providence; and good luck, most patients subjected to this dignified 
mayhem survived. Although those pioneer surgeons violated most of our concepts of 
proper technique and knew little of surgical physiology, they had one factor working 
for them, and that was the time element. The shortness of the operative time allowed 
them to finesse the other refinements, which we believe essential today, and to get by 
with an acceptable morbidity and mortality considering the era in which they worked 
and their lack of modern adjunctive measures. 

The pendulum apparently, as it so often does, has now swung ridiculously in the 
other direction, and one sees long and well-trained young surgeons embarking on 
their surgical careers, with apparently the avowed concept that the length of the surgical 
maneuver has nothing to do with survival and morbidity statistics. The same well- 
prepared young man will pre-operatively secure blood chemistries ad infinitum, 
electrocardiograms ad nauseum, x-rays to the point of financial collapse of the patient, 
and consultations to the nth degree, but he will then subject a poor risk candidate to an 
unnecessarily long procedure, usually under general anesthesia. (He rarely believes in 
regional or local anesthesia.) His defense, if challenged, is that ‘nowadays with good 
anesthesia there is no excuse for rushing through surgery’. He feels that the good 
long procedure is superior to the good operation done in a reasonable length of time. 
The same surgeon viewed several years later after some maturation surgically has 
occurred is seen frantically endeavoring to accelerate his surgery, for he has learned 
by bitter experience that if he is to salvage many poor risk patients who require urgent 
operation the time elements cannot be neglected. To spend one and one-half hours 
doing an infant hernia which should take fifteen or twenty minutes, to take four and 
one-half to six hours on a gastric resection that merits at the most two and one-half 
to three hours, and to struggle six hours on an abdomino-perineal proctectomy that 
should be consummated in three hours is to reveal a certain amateur station in surgery; 
and no appreciation of the risk involved, despite careful attention to all other details. 
It is bad enough to perform this kind of surgery, but the greatest damage done is in 
teaching this doctrine to young house officers. Admittedly, some procedures are inherently 


long, and in other unforeseen problems and difficulties arise which increase operative 
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time, but there is no logic to unnecessarily challenging the patient’s physiology, stamina 


and endurance. 


Anesthesia and surgical operations produce profound local and general abnormalities. 
The sooner a surgical procedure can be consummated with gentleness, accuracy, and 
thoroughness, the quicker the patient can be converted from a potentially disastrous 
situation to a reasonably hazardous but normal post-operative state. Surgery inherently 
has enough risks under the best of conditions without greatly magnifying them without 
reason. Anesthesiologists will be the first to defend the shortest possible procedure con- 
sistent with good, sound principle and technique, for they see all too often the increased 
problems that arise in the long anesthetized and surgically traumatized individual. 
I know of no post-operative complications, both locally and generally, that are not 


increased by long surgery, particularly under inhalation anesthesia. 


To maintain, as others have stated, that a good radical mastectomy cannot be per- 
formed in less than five hours is to emphasize one phase of surgery to the exclusion 
of many others. This is particularly obvious when the long mastectomy may well have no 
better five-year survival rate than the properly conducted one which was done just as ade- 
quately in two and one-half to three hours. Indeed, the latter may well include a large 
skin graft which the former one neglected. So often this “justification for slowness” 
is a defensive mechanism, and may well represent a lack of sureness, decisiveness, and 
technical facility! 

This is no apology for rapidity in itself, and I hold no brief for the so-called pure 
surgical “speed merchants”. I am convinced, however, that there is a definite correla- 
tion between length of surgery and surgical complications, both immediate and delayed. 
To ignore the time element in surgery is just as negligent as to ignore blood transfusions, 
intravenous fluids, electrolyte balance, good anesthesia, careful pre-operative evaluation, 
and any of the other many modern adjuncts which we believe to be so important. Every 
surgical procedure, to be properly executed, need not become a technical marathon; and 
it is not inconsistent with good surgery to proceed with dispatch provided other basic 
fundamentals are not sacrificed. The current trend in the teaching of residents that 
the length of surgery is not important should be reversed to a more sound, reasonable 


middle ground. 


CHARLES E. Davis, Jr., M.D. 
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Soctety Activities .... 


Chest Physicians. 

The Virginia Chapter of the American College of 
Chest Physicians met at a luncheon meeting on Oc- 
tober 10th at Virginia Beach. Seventeen members 
were present. Dr. G. W. H. Schepers, Wilmington, 
Delaware, was guest speaker 

The present officers were nominated and re-elected 
for a second term as follows: President, Dr. Charles 
G. Pearson, Charlottesville; vice-president, Dr. G. E. 
Ewart, Richmond; and secretary-treasurer, Dr. C. C. 
Smith, Catawba. 


American College of Physicians. 


The Virginia Section of the College held its an- 
nual meeting at Virginia Beach on October 10th with 
63 members and guests in attendance. Following 
lunch, there was a brief business session at which 
Dr. Kinloch Nelson, College Governor for Virginia, 
spoke, and Dr. Charles M. Caravati, College Regent, 
gave a report of the annual meeting of the College. 
He told of the conferring by the College of the Mas- 
tership on Dr. J. Morrison Hutcheson, Richmond. 
Dr. Hutcheson also addressed the group. 

Dr. James M. Moss, Alexandria, was elected 
Chairman of the Virginia Section and Dr. William 
H. Harris, Richmond, was re-elected secretary-treas- 
urer. 

The Annual Scientific Assembly of the Section 
will be held at the Charter House Motel, Alexandria, 
on February 18th. 


Virginia Obstetrical and Gynecological So- 
ciety. 

At the annual meeting held on October 10th, Dr. 
Lawrence L. Hester, Chairman of the Department 
of Obstetrics and Gynecology, Medical College of 
South Carolina, was guest speaker. 

The following officers were elected: President, 
Dr. P. Harrison Picot, Alexandria; president-elect, 
Dr. A. Tyree Finch, Farmville; vice-president, Dr. 
W. Norman Thornton, Jr., Charlottesville; and sec- 
retary-treasurer, Dr. Brock D. Jones, Jr., Norfolk. 


The Virginia Society of Internal Medicine 

Met at the Cavalier Hotel on October 10th, under 
the presidency of Dr. R. Bryan Grinnan, Jr., Nor- 
folk. Forty-eight members were present. Eleven new 
members were accepted, making the total one hun- 
‘dred and eight. 


we 
bo 


Much of the meeting was taken up in a discussion 


of revision of the by-laws, under the chairmanship 
of Dr. Ben C. Jones, Alexandria. It was decided 
that a member must be either a Diplomate of the 
American Board or a member of the College of Phy- 
sicians, or, in certain instances, an outstanding es- 
tablished internist who is Board qualified but not 
a Diplomate or member of the College. 

Dr. William A. Read, Newport News, is secretary- 
treasurer of this Society. 


Virginia Orthopedic Society. 

This Society held its annual business meeting on 
October 10th, under the presidency of Dr. William 
M. Deyerle, Richmond. 

The most important business transacted was unan- 
imous approval of a motion to express to the Vir- 
ginia Hospital Association a complete opposition to 
the practice of Blue Shield making payments to 
osteopaths and chiropodists for treatment rendered to 
subscribers under the Blue Shield plan for payments 
particularly in treatment of fractures, injuries and 
acute trauma. 

Dr. Philip Trout, Roanoke, was elected president 
for 1961; Dr. Louis Ripley, Roanoke, president- 
elect; and Dr. Earnest B. Carpenter, Richmond, 


re-elected secretary-treasurer. 


The Virginia Surgical Society 

Had a luncheon meeting on October 10th at Vir- 
ginia Beach. There were 32 members and one guest 
in attendance. Dr. Robert L. Payne, Jr., Norfolk, 
is president and Dr. Carrington Williams, Jr., Rich- 
mond, secretary-treasurer. 

The next meeting of this Society will be held in 
Williamsburg, May 20th. 


Mid-Tidewater Medical Society. 


At a meeting of this Society on October 26th, Dr. 
S. R. Ransone, Mathews, was elected president. Dr. 
M. H. Harris, West Point, was re-elected secretary, 
and Dr. W. H. Hosfield, also of West Point, treas- 
urer. 


The Virginia Diabetes Association 

Held a meeting of the officers and trustees on Oc- 
tober 10th at Virginia Beach, with the president, Dr. 
Robert K. Maddock, Norfolk, presiding. It was de- 
cided that the next program would have as its theme 
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“Early Detection of Diabetes and the Benefits to 
the Patients Therefrom”. 


The next meeting will be 
at the Sheraton Park Hotel in Washington, D. C., 
May 12th. 

There was a brief discussion about Virginia Pub- 
lic Health Department examinations of blood sugars. 
Dr. William R. Jordan was appointed as their con- 
sultant. Apparently there are quite a few undiag- 
nosed diabetics in the State that may be uncovered 
by these screening methods. 

There was a discussion on the functions of the 
Association and it was decided that each member 
should take a more active part in speaking on dia- 


Nens.... 


New Members. 


Since the list published in the November issue 
of the Monthly, the following new members have been 
received into membership +. The Medical Society 
of Virginia: 

Charles Lee Ferguson, M.D., Norfolk 

Philip Frederick, Jr., M.D., Richmond 

Lloyd Tayloe Griffith, M.D., Mt. Holly 

Edward Sidney Hunter, Jr., M.D., Norfolk 

Panos M. Ioakimidis, M.D., Richmond 

Fletcher Bailey Owen, Jr., M.D., Richmond 

William Bryant Pollard, M.D., Charlottesville 

Harry Shepard Rowland, Jr., M.D., Richmond 

William Allen Scoggin, M.D., Charlottesville 

Antonio Gomez Velo, M.D., Richmond 

James Oliver Willie, M.D., Norfolk 


Golf Tournament 


Dr. Robert McLelland, Danville, topped a record 
field of 100 which toured the beautiful Princess Anne 
course at Virginia Beach on October 10 in quest of 
the coveted Challenge Cup donated by the physicians 
of northern Virginia. Dr. McLelland finished with 
a fine 76, after fighting off the challenge of Dr. Kin- 
loch Nelson, Richmond, and Dr. Joseph Chinn, Tap- 
pahannock, who fired a 78 and 79 respectively. 

Low net honors went to Dr. J. E. George, Roanoke, 
Dr. Frank Pole, Richmond, and Dr. O’Neil. 

Blind bogey prizes went to Dr. Warren Gregory, 
Winchester, and Dr. Robert Cassidy, Culpeper. 
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betes at the staff meetings and state meetings of the 
various component societies of The Medical Society 
of Virginia. 

Dr. L. Benjamin Sheppard, Richmond, is secr- 
etary-treasurer of this Association. 


Roanoke Academy of Medicine. 


At the meeting of the Academy on October 3rd, 
Dr. Hugh Trout was installed as president. Dr. J. 
Lawson Cabaniss is president-elect; Dr. Wade H. 
Saunders, vice-president; and Dr. Walter S. John- 
son, secretary-treasurer. Dr. W. Conrad Stone was 
elected chairman of the executive committee. 


Auxiliary Golf Tournament 


Mrs. William A. Read, Newport News, was the 
winner of the 1960 tournament of the Woman’s Aux- 
iliary at Virginia Beach. Low net honors went to 
Mrs. C. J. Devine, Norfolk, and a special low putts 
award to Mrs. John Hazel, Arlington. 


Dr. Rea Again Honored. 


Dr. Montie L. Rea, Charlottesville, has been pre- 
sented the Charlottesville Exchange Club’s first 
“Golden Deeds Award”. The award is presented to 
a citizen who has made outstanding contributions 
through good deeds and community service. Dr. Rea 
has practiced in Charlottesville since 1905, is eighty- 
three years of age, and has no plans to retire. 


Dr. Russell V. Buxton, 


Newport News, has recently been installed as pres- 
ident of the Peninsula Unit of the American Cancer 
Society. 


Fellows of American College of Surgeons. 


The Clinical Congress of the College was held in 
San Francisco, October 10-14, and approximately 
1,175 surgeons were received as new fellows. The 
following are from Virginia: 

Allan Hall, M.D., Annandale 

J. Hamilton Allan, M.D., Charlottesville 

Robert G. Kindred, M.D., Charlottesville 
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Cary N. Moon, Jr., M.D., Charlottesville 
Albert J. Paquin, Jr., M.D., Charlottesvile 
Murdo M. Mackay, M.D., Clifton Forge 
Garrett M. Swain, M.D., Falls Church 
Harry M. Henderson, Jr., M.D., Ft. Belvoir 
Thomas W. Sale, M.D., Hampton 

William W. Old, III, M.D., Lexington 
Richard N. deNiord, Jr., M.D., Lynchburg 
Benjamin S. Perkins, M.D., Marion 

Jack A. Lawson, M.D., Newport News 
Oswald W. Hoffler, M.D., Norfolk 

Levi Old, Jr., M.D., Norfolk 

Virgil A. Beuerman, M.D., Portsmouth 
Philip O. Geib, M.D., Portsmouth 

James W. Brooks, M.D., Richmond 

Yale H. Zimberg, M.D., Richmond 

Lee W. Shaffer, M.D., Roanoke 

Wirt L. Davis, M.D., South Hill 
Carrington Harrison, M.D., Winchester 


Dr. J. Marshall Winkfield, 


Strasburg, has been appointed to the School Trus- 
tee Electoral Board of Shenandoah County. 


Drs. Caldroney and Kretz. 


Dr. Thomas W. Caldroney and Dr. Wieman H. 
Kretz, Newport News, were recently presented plaques 
in honor of years of “unselfish service” conducting 
the clinic for diagnosing palsy cases among Penin- 
sula children. The award was presented by the 
Peninsula Cerebral Palsy Training Center. The 
doctors have examined more than 1000 palsied chil- 
dren, with no personal remuneration during the past 
seven years. 


Virginia Tuberculosis Association. 


Six grants for research on respiratory diseases dur- 
ing the year 1960 have been made to Virginians by 
the Joint Committee on Research and Education of 
the Virginia Tuberculosis Association, the Virginia 
Thoracic Society, and the Virginia Conference of 
Tuberculosis Workers. 

Grants to the Medical College of Virginia were: 

$5,000 for a study of sarcoidosis by Dr. Edwin L. 
Kendig, Jr., Director of the Child’s Chest Clinic and 
associate professor of pediatrics; 

$3,879 for a study of mediastinal stabilization in 
the dog following pneumonectomy by Dr. Yale H. 
Zimberg, instructor in surgery; and 


$1,000°for a study of P waves in tuberculous peri- 
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carditis by Dr. Robert P. Moore, Assistant Medical 
Director of the Ennion G. Williams Hospital. 
The University of Virginia School of Medicine 


received these grants: 

$4,559.40 for studies of factors in blood cells of 
rabbits which inhibit tuberculosis, by Dr. Quentin 
N. Myrvik, asociate professor of microbiology; 

$1,380 for a study of lung compliance and airway 
resistance in asthma by Dr. Jchn L. Guerrant, asso- 
ciate professor of internal medicine; and 

$1,000 towards a teaching fellowship in thoracic 
surgery to Dr. Richard Harrod Blank, of the Uni- 
versity of Virginia Hospital. 

These grants were made from Christmas Seal 
funds allocated for research by local tuberculosis 
associations in Virginia. 


Dr. Alvin C. Wyman, 


Alexandria, is the new president of the Alexandria 
Unit of the American Cancer Society. 


Dr. Sanger Receives Award. 

Dr. William T. Sanger, chancellor of the Medical 
College of Virginia, has been awarded the first an- 
nual citation of the Virginia Council for Exceptional 
Children. The award was given for his work with 
crippled children. He is president of the Virginia 
Society for Crippled Children and Adults. 


Polycythemia in Association with Neoplastic 

Disease. 

The cooperation of physicians is requested in a 
study on the association of polycythemia with neo- 
plastic disease being conducted by the metabolism 
service of the National Cancer Institute in the Clin- 
ical Center of the National Institutes of Health. An 
elevation of the circulating red cell volume in the 
absence of leucocytosis and thrombocytosis has been 
noted in a significant number of patients with renal 
tumors and cerebellar hemangioblastomas and rarely 
in patients with uterine fibroids, pheochromocytomas, 
and other neoplasms. The presence of an erythropoi- 
esis stimulating factor has been demonstrated in 
homogenates of the cerebellar, renal and pheochromo- 
cytoma tumor tissue. This study has its purpose the 
determination of the chemical nature and mode of 
action of the erythropoiesis stimulating factor pro- 
duced by these tumors. 

Physicians who wish to have their patients con- 
sidered for this study at the National Cancer Institute 
may write or call:’ Dr. Themas A. Waldmann, Na- 
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tional Cancer Institute, Bethesda 14, Maryland. 
(OLiver 6-4000, Ext. 3667) 


Dr. William Bickers, 


Richmond, is serving a one year appointment as 
visiting professor of obstetrics and gynecology at 
the American University of Beirut, Beirut, Lebanon. 

This medical school was founded in 1866 and for 
nearly a century has brought modern standards of 
medical teaching and research to the Middle East. 
It is an American Medical School chartered under 
the State of New York and administered by the 
Board of Regents in New York. 


The Gill Memorial Eye, Ear and Throat Hos- 
pital, 


Roanoke, will hold its thirty-fourth Annual Spring 
Congress in Ophthalmology and Otolaryngology and 
Allied Specialties, April 10 through April 15, 1961. 
There will be twenty guest speakers and fifty lectures. 


Proctology Award. 


The International Academy of Proctology an- 
nounces its Annual Cash Prize and Certificate of 
Merit Award Contest for 1960-61. The best unpub- 
lished contribution on Proctology or allied subjects 
will be awarded $100.00 and a Certificate of Merit. 
All entries are limited to 5,000 words, must be type- 
written in English, and submitted in five copies. 
They must be received no later than the 1st of Feb- 
ruary, 1961. Entries should be addressed to Alfred 
J. Cantor, M.D., Executive Officer, International 
Academy of Proctology, 147-41 Sanford Avenue, 
Flushing 55, New York. 


Obituaries .... 


Dr. John Field Thaxton, 


Prominent physician of Thaxton, Nelson County, 
died October 18th. He was a native of Lynchburg 
and seventy-five years of age. Dr. Thaxton graduated 
from the University of Louisville Medical School in 
1910 and had practiced in Nelson County since that 
time. He retired from practice in 1953 because of 
ill health. Last year he was honored by the County 
on Nelson County Day for “outstanding service”. 

Dr. Thaxton was an organizer and past president 
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Doctor’s Suite. 

Splendid location in fastest growing community 
in suburban Washington, Hollin Hall Village, Fair- 
fax County, Virginia. Surrounded by over 3,000 
detached homes, ranging in value from $18,000 to 
$40,000, with only one general practitioner in the 
community, who recently moved from this suite to 
larger quarters. Space consists of five rooms, in- 
cluding reception room and all necessary space for 
practical operation. Completely heated and air con- 
ditioned. Write Hollin Hall Village, Inc., P. O. 
Box 1039, Alexandria, Virginia or phone SOuth 
55-5066. (Adv.) 


For Sale. 


Picker Constellation 90-90 degree tilt. Photo- 
Fluoro Timed Serialograph 300 MA new condition. 
Also sundry cassettes and other equipment for x-ray 
office. Write #925, care the Virginia Medical Month- 
ly, 4205 Dover Road, Richmond 21, Virginia. ( Adv.) 


Practice for Sale. 

For the past 40 years I have resided here and prac- 
ticed my profession in the town of Marshall, Vir- 
ginia, with a population of about 700. Due only to 
my age, I will leave the latter part of November. 
I nave a brick home and office facilities. Can arrange 
terms. If you wish a good location, don’t wait— 
write Dr. Jeter R. Allen, Marshall, Virginia. ( Adv.) 


Practice for Sale 

And office for rent. Excellent 25-year general 
practice immediately available. Attractive 5-room 
office. Growing community, convenient to Prince 
George’s General Hospital. Call MArket 7-3501 or 
write Box 429, Upper Marlboro, Maryland. (Adzv.) 


of the Nelson County Medical Society. He was a 
member of The Medical Society of Virginia. 


His wife, a son and a daughter survive him. 


Dr. Tivis Colley Sutherland, 


Prominent physician of Haysi, died October 21st 
after a long illness. He was eighty years of age and 
a graduate of the former University College of Medi- 
cine, Richmond, in 1908. Dr. Sutherland was born 


in Haysi and practiced there and in the surrounding 
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area for fifty-two years. He was very active in civic 
and community affairs. He was a charter member 
of the Kiwanis Club, a member of the Haysi Cham- 
ber of Commerce and had served on the Town Coun- 
cil for a number of years. 

Dr. Sutherland was named by The Medical Society 
of Virginia as General Practitioner of the Year in 
1958. He was a member of the Fifty Year Club, 
having joined the Society in 1910. 

His wife, three sons and two daughters survive 
him. A son is Dr. J. P. Sutherland of Grundy. 


Dr. Henry Jerome Langston, 


Well known physician of Danville, died October 
26th, at the age of seventy-two. He was a native of 
North Carolina and served as principal of a high 
school and with the YMCA for several years before 
entering the Medical College of Virginia, from which 
he graduated in 1921. Dr. Langston began his prac- 
tice in Danville in 1922. He had been a member of 
The Medical Society of Virginia for thirty-eight 
years. 

Dr. Langston is survived by two sons, a daughter 
and a brother. 


Dr. Porter. 


It is with great sorrow that we submit this resolution 
on the death of our esteemed friend and teacher, Dr. Wil- 
liam Branch Porter. Dr. Porter was born in Powhatan 
County on June 7, 1888. He graduated in Medicine at the 
Medical College of Virginia, Class of 1911. He interned 
in the old Virginia Hospital and the Hygeia Hospital in 
Richmond, and until 1917 taught at the Medical College 
of Virginia. 

Dr. Porter was commissioned as a Major in the United 
States Army Medical Service and served with Base Hos- 
pital 45 as a member of the Cardiovascular Unit until 1919. 
While in the service he had the opportunity to study under 
Sir Thomas Lewis in England and later in his career 
frequently mentioned the influence of both Sir Thomas 
Lewis and Sir William Osler in leading him towards a 
life of teaching and research in cardiovascular disease. 

Dr. Porter was appointed Professor and Chairman of 
the Department of Medicine at the Medical College of 
Virginia in 1927 and held this post until his illness in 
May, 1956. Afterwards he was elevated to Emeritus 
Professor. He was the author of many scientific publica- 
tions. Most of these were related to cardiovascular prob- 
lems. Probably his finest study was on the effect of anemia 
on the heart. This research study was performed as a 
visiting professor of the School of Tropical Medicine in 
San Juan, Puerto Rico. 

He was a member of the Association of American Phy- 
sicians, the American Clinical and Climatological Asso- 
ciation, the American College of Physicians, the American 
Board of Internal Medicine, the Southern Medical Asso- 
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ciation, the Richmond Academy of Medicine, The Medical 
Society of Virginia, the Virginia Academy of Sciences, the 
American Medical Association, the Society of Cincinnati, 
the Society of Colonial Wars, Sons of the Revolution, the 
Alpha Omega Alpha, Phi Rho Sigma and the Sigma Zeta 
fraternities. 


Dr. Porter's entire medical life was devoted to teaching 
and research in cardiovascular disease. He was a superb 
diagnostician and a wonderful teacher. In 1952, thirty- 
five of his former residents formed in his honor the Wil- 
liam Branch Porter Society, which presents an award each 
year to the outstanding senior graduate in medicine. 

Dr. Porter was married to Martha Byrd Spruill in 1917. 
She passed away in 1957. Although they had no children, 
all of us whom he taught loved him as a father. With 
his passing there also ended an era at the Medical College. 
This was an era of growth, achievement, and clinical 
greatness which laid the foundation for the present won- 
derful institution. 

H. St. GeorGE TUCKER, JR., M.D. 
G. Warson James, III, M.D. 
NATHAN Boom, M.D., Chairman 


Dr. Terrell. 


The medical profession and the community life of 
Richmond sustained -a great loss in the death of Dr. Em- 
mett Herman Terrell, who died September 7, 1960, at the 
age of eighty-two. He is suvived by his widow, the 
former Miss Daisy Ellett, as well as two daughters, four 
grandchildren, and five great-grandchildren. 

Dr. Terrell was born near Beaverdam in Hanover 
County, the eldest son of Charles Thomas Terrell and 
Frances McGehee Terrell. He was educated in private 
schools in Louisa and Hanover Counties, attended William 
and Mary College, and was graduated in medicine at the 
Medical College of Virginia in the year 1900. After 
interning at the Norfolk General Hospital he came to 
Richmond and entered into general practice with Dr. 
Everett W. Gee. Later, he went to New York City for 
special training in proctology, after which he returned to 
Richmond and specialized in this field from 1914 until his 
retirement in 1947. 

For forty-six years, he was a member of the faculty 
at the Medical College of Virginia, and upon his retire- 
ment in 1947, because of ill health, he was made Emeritus 
Professor of Clinical Proctology. He was greatly loved 
and admired, both by his patients and medical students; 
and made many notable contributions to his specialty, the 
most important being—the introduction of the use of 
Quinine and Urea Hydrochloride in the injection treatment 
of internal hemorrhoids. 

Dr. Terrell was a Fellow of the American Proctologic 
Society and served as its President in 1923. He was also 
a Fellow of the American Medical Association, and Chair- 
man of the Section on Gastro-enterology and Proctology 
in 1944. In 1946 he served as the President of the Rich- 
mond Academy of Medicine. He also held memberships 
in The Medical Society of Virginia, the Tri-State Medical 
Society and the Southern Medical Association. 

He was a member of Omega Upsilon Phi Fraternity, 
and was the recipient of an honorary membership in Phi 
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Beta Kappa, as well as the College of William and Mary 
Alumni Medallion for eminence in his specialty of proc- 
tology. 

He was also one of the charter members of the Rich- 
mond Rotary Club, and for more than sixty years, was 
a communicant of the Seventh Street Christian Church. 

We record with regret the passing of this distinguished 
physician and beloved friend, whose quiet, yet pervasive 
influence will be greatly missed by us all. 

THEREFORE, Be IT RESOLVED that an expression of our 
admiration of his life, and of our sorrow at his death, 
these words be spread upon the minutes of the Richmond 
Academy of Medicine, and that copies be sent to his 
family and to the Virginia Medical Monthly. 


C. C. CHEWNING, JR., M.D. 
A. S. GrAHAM, M.D. 
L. T. STONEBURNER, M.D., Chairman 


Dr. Garcin. 


It was with deep sorrow that we learned of the passing 
of one of our most renowned members, Dr. Ramon D. Gar- 
cin, Sr. on September 18, 1960. He was 93 years old. 

Dr. Garcin, the son of Ramon and Margaret Thomas 
Garcin, was born on September 19, 1867, in Powhatan 
County, where he attended the elementary schools and 
graduated from the Old Richmond High School (now John 
Marshall) in 1884. He then entered the Medical College 
of Virginia from which he received his M.D. degree in 
1887. At the time of his death, Dr. Garcin was the oldest 
living graduate of the Medical College of Virginia. He 
was a member of the Alpha Kappa Kappa Medical Fra- 
ternity. 

Upon graduation from Medical College of Virginia, 
Dr. Garcin accepted an apointment as physician to the 
State Penitentiary in Columbia, South Carolina, where he 
remained for approximately three years. While in Colum- 
bia he arranged to attend the University of South Caro- 
lina, from which institution, he received his A.B. degree 
in 1890. He spent a year at New York Post Graduate 
School and Hospital and then returned to Richmond and 
opened his office on East Broad Street in Church Hill, 
where he practiced medicine for more than 65 years. 

On October 11, 1893, Dr. Garcin married Miss Mary E. 
Jackson, of Charlottesville. They had four children, Ray- 
mond Edward, Lyne, Emma, and Ramon D., Jr. Raymond 
Edward died in infancy, and Mrs. Garcin died in 1948. Dr. 
Garcin is survived by a brother, a daughter, a son, Dr. 
Ramon D. Garcin, Jr., of Richmond, four grandchildren 
and seven great grandchildren. 

During his long and full life Dr. Garcin’s activities and 
accomplishments were so numerous that we only recorded 
a few of the outstanding events of his life. 

In the field of medicine, Dr. Garcin was an outstanding 
physician, with a deep feeling of pride and responsibility 
to his many patients. He was the personal physician to 
several Virginia Governors and was president of the 
Richmond Academy of Medicine in 1907. He served on 
the staff of the M.C.V. Hospital, St. Luke’s, Sheltering 
Arms, and Retreat for the Sick. Beside the Richmond 
Academy of Medicine he belonged to the American Medi- 
cal Association, The Medical Society of Virginia, and the 
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New York Academy of Medicine. He was a Mason and 
served as a faithful physician to the boys and girls of 
the Masonic Home for more than sixty years. 

Dr. Garcin was interested in and devoted much of his 
time and talents to his State, his City, and his Church. 
He belonged to Leigh Street Baptist Church and was 
medical director of the Southern Baptist Mission Board 


for 15 years. He was a member of the first Board of 
Health of Richmond, which Board he served for 25 years. 
He served on the City School Board for 21 years and the 
City Library Board for over 30 years. 

In writing this resolution it is our first thought to pay 
tribute to the memory of a Christian Gentleman, loyal 
friend, and distinguished physician. In an editorial in the 
Richmond Times Dispatch, Dr. Virginius Dabney con- 
cluded with the following quotation “Such a record of 
willingness to devote one’s time and talents in the service 
of others and for the well-being of one’s community, is 
almost unprecedented. Richmond and its people owe Dr. 
Garcin a truly profound debt of gratitude.” 

THEREFORE Be IT RESOLVED by the Richmond Academy 
of Medicine, on this 25 day of October, 1960, that we ex- 
press our sincere and heartful sympathy to the family of 
our departed friend and colleague, to whom this memorial 
shall be sent, a copy be made a part of the permanent 
records of this Academy and a copy submitted to The 
Medical Society of Virginia. 


ARTHUR S. BRINKLEY, M.D. 
Horace Hicks, M.D. 
CrLarry C. Trice, M.D., Chairman 


Dr. Carson. 


In the death of Dr. Adrian L. Carson, Jr., this Academy 
and its members lost a faithful and respected colleague, 
and at the same time the Commonwealth of Virginia lost 
one of its outstanding public health physicians. Dr. Car- 
son served well the citizens of the Commonwealth for 
twenty-nine years. 

Dr. Carson, a native Virginian, took his premedical work 
at the University of Richmond. He was graduated from 
the Medical College of Virginia School of Medicine in 
1925. After two years of internship and three years in 
private practice, Dr. Carson served a two-and-one-half 
years’ residency in obstetrics at the New York Nursery 
and Child’s Hospital. In 1937 he completed a graduate 
course in maternal and child health administration at the 
Harvard School of Public Health. 

Dr. Carson joined the Virginia State Department of 
Health as an assistant physician in the Bureau of Com- 
municable Disease Control and afterwards served for five 
years as director of the Fairfax County Health Depart- 
ment. In 1936 he became assistant director of the Maternal 
and Child Health Bureau and in 1940 was made director 
of that bureau. In 1948 he became director of the Division 
of Specialized Medical Services and since 1952 had been 
director of another major division of the State Department 
of Health—that of Local Health Services. 

Since 1941 Dr. Carson served on the teaching staff of 
the Medical College of Virginia and at the time of his 
death was Assistant Clinical Professor of Obstetrics and 
Gynecology. In recent years he also served as consultant 
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in obstetrics to two smaller hospitals associated with the 
Medical College of Virginia in its regional continuation 
education program. 

Dr. Carson was a member of this Academy, of The 
Medical Society of Virginia, and the American Medical 
Association. He was also a Diplomate of the American 
Board of Preventive Medicine and Public Health, a Fel- 
low of the American Academy of Obstetrics and Gyne- 
cology, a Fellow of the American Public Health Associa- 
tion, a Fellow of the South Atlantic Association of Ob- 
stetricians and Gynecologists, a member of the Virginia 
Obstetrical and Gynecological Society, and a member of 
the Richmond Obstetrical and Gynecological Society. 

We feel a deep sense of loss in his passing and desire 
to extend to Mrs. Carson, her son, and friends our sin- 
cerest sympathy. 

Be Ir Resotvep, therefore, that this expression of our 
feeling be read into the minutes of the Richmond Academy 
of Medicine; that a copy be transmitted to Mrs. Carson; 
and, further, that a copy be forwarded to the Virginia 
Medical Monthly for publication. 


Mack I. SHANHOLTZ, M.D. 
CHARLES L, OUTLAND, M.D. 
FREDERICK A. CLARK, M.D. 


Dr. Sutton. 


We sorrowfully record the passing of Dr. Richard 
Nevitte Sutton, an Arlington General Practitioner for 
nearly fifty years. ~< 

Dr. Sutton was born on September 13, 1886, in West- 
moreland County on Virginia's Northern Neck. In his 
youth he moved with his family to Ballston, in Arlington 
County. He attended Western High School and George- 
town University in Washington, D.C., where from the 
latter he received his M.D. in 1910, following which he 
served a one-year internship at the University Hospital. 
He then opened his office for general practice in old 
Clarendcn, during the first eight years of which he served 
as a member of the Anesthesia Department at Georgetown 
Hospital. 

Dr. Sutton was a founder of the Arlington County Med- 
ical Society, and twice served as its president. He be- 
longed to The Medical Society of Virginia, the District 
of Columbia Medical Society and was a member of the 
American Medical Associaticn. 

During the years of World War II he was very active 
in the planning and organization of the Medical Staff of 
Arlington Hospital. He served as the first president of 
the Medical Staff, and remained a member of the Gov- 
erning Staff until his death. 

Dr. Sutton was a charter member and first president 
of the Arlington Rotary Club. He was a charter member 


and past president of the Washington Golf and Country 
Club. He was a director of the Clarendon Trust Com- 
pany, and was a lifelong member of Mt. Olivet Methodist 
Church. 

Dr. Sutton was held in the highest respect by members 
of his profession, both in Northern Virginia and in Wash- 
ington, D. C. 

Dr. Sutton died in July of this year at his summer home 
in North Conway, New Hampshire. He had retired from 
active practice in 1959, ending almost fifty years of service 
to medicine and his community. He will be missed by his 
many patients, friends and fellow physicians. 

THEREFORE, Be IT Reso_vep that the Arlington County 
Medical Society express its sorrow in the loss of its hon- 
ored member, Dr. Richard Nevitte Sutton. 

Be Ir FurtHer REeEsoLvep that this be made a part of 
the minutes of the Arlington County Medical Society. 


ALFRED M. Patmer, M.D. 


Dr. Eddy. 


It is with profound sorrow and regret that the Tri- 
County Medical Society records the death of one of its 
loved and respected members, Dr. William Nelson Eddy, 
which occurred on July 15, 1960. 

Although he had been in ill health for some time, his 
death came as a shock to his many patients and colleagues. 

Dr. Eddy, a native of New York State, and a graduate 
of Syracuse University, where he earned his B.A. as well 
as M.D. degree, began an internship at New York City 
Hospital, N.Y. He was called to serve with the Army 
Medical Corps in World War II. He later served a Resi- 
dency at Auburn City Hospital, Auburn, N.Y. 

Dr. Eddy began the general practice of medicine in 
Suffolk on October 1, 1947. He was a quiet, unassuming 
person and a willing worker who participated in the 
affairs of his church and community as well as taking 
an active part in the functions of the Medical Staff at the 
Hospital. 

He was a member of the Tri-County Medical Society, 
The Medical Society of Virginia, Seaboard Medical As- 
sociation of Virginia and North Carolina, and the Amer- 
ican Medical Association. 

He was a member of, and former vestryman at St. Paul's 
Episcopal Church, Suffolk. He had also served in the 
Cancer Society, Suffolk-Nansemond County Tuberculosis 
Association and Community Chest. 

Be Ir Resotvep by the Tri-County Medical Society that 
a copy of this resolution be spread upon the minutes, and 
that a copy be sent to his wife and children. 


B. L. M.D. 
L. J. Stetson, M.D. 
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an antibiotic improvement. 
designed to provide 


greater therapeutic effectiveness 


Pulvules’ 


(propiony!l erythromycin ester lauryl sulfate, Lilly) 


in a more acid-stable form 
assure adequate absorption even when taken with food 


Ilosone retains 97.3 percent of its antibacterial activity after exposure to gastric 
juice (pH 1.1) for forty minutes.! This means there is more antibiotic available 
for absorption—greater therapeutic activity. Clinically, too, Ilosone has been 
shown? to be decisively effective in a wide variety of bacterial infections—with 
a reassuring record of safety.‘ 


Usual dosage for adults and for children over fifty pounds is 250 mg. every six hours. 
Supplied in 125 and 250-mg. Pulvules and in suspension and drops. 


1. Stephens, V. C., et a/.: J. Am. Pharm. A (Scient. Ed.), 48:620, 1959. Lilly 
2. Salitsky, S., et a/.; Antibiotics Annual, , 893, 1959-1960. 

3. Reichelderfer, T. E., et a/.: Antibiotics Annual, p. 899, 1959-1960. 
4. Kuder, H. V.: Clin. Pharmacol. & Therap., in press. 
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ELI LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. ; 
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Cwnrent Currents 


PHYSICIAN DRAFT: Late news releases from Washington give every indication that 
Selective Service is seriously considering an early draft of physicians. The needs of our 


armed forces are reportedly not being met and the government has reminded young 


physicians completing intern and residency programs of their military obligations. 


CARE OF AGED: Vice-President Nixon has urged prompt implementation of the 
Federal-State program passed by Congress just before adjournment. He has indicated 
that actions by the states will be observed closely. 


As this issue of Current Currents goes to press, it is interesting to note that only eleven 
states have reported any intention of participating under the Mills plan. Many observers 
believe that much more must be don: if more drastic legislation by the next Congress 
is to be avoided. 


A committee of The Medical Society of Virginia met on November 21 with representa- 
tives of the State Department of Welfare to discuss the new program and its imple- 
mentation in Virginia. 


FOREIGN GRADUATES: According to the Washington Report on Medical Sciences, 
the State Department and the Department of Health, Education and Welfare have be- 


come involved in the controversy over alien, foreign trained interns and residents in U. S. 


hospitals who have not yet passed their proficiency examinations. Asa result, the AMA 
Council on Medical Education and Hospitals has called a special meeting in Washington 
on December 8. The big question is whether or not hospitals should lose their accredi- 
tation if they do not drop interns and residents who have not passed their examinations 
by the end of 1960. 


The Departments of State and HEW, concerned over the international aspects, appar- 
ently feel that a wholesale discharge of these young physicians could prove politically 
embarrassing. 


SECRETARY OF HEW: There is considerable speculation these days concerning Pres- 
ident-Elect Kennedy’s choice for the important post of Secretary of Health, Education 


and Welfare. The question has been raised as to whether or not he should appoint a 
doctor of medicine to this cabinet post. 


It has been pointed out that any physician named to this post would have to meet many 
requirements. He would have to possess administrative experience, have a working 
knowledge of the government role in medical and related services and be familiar 
with relationships that exist between medical, educational and welfare institutions and 


the federal government. 
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Physicians mentioned in connection with the post include Dr. Franklin D. Murphy 
of UCLA, Dr. Norman H. Topping of the University of Southern California and Dr. 
James Dixon of Antioch College. 


The first Secretary of HEW was Mrs. Oveta Culp Hobby. Her successor was Marion 
B. Folsom, who, in turn, was succeeded by Arthur S. Flemming. 


AMEF: All physicians recently received a progress report from the American Medical 
Education Foundation. The report confirmed the fact that fiscal 1959 was the Founda- 
tion’s best year. A total of $1,198,334 shows an increase of 17.5% in physicians con- 
tributions. 


An accompany letter urged continued cooperation and pointed out that now is the 
time to send in that contribution for 1960. 


MEDICAL HISTORY OF WAR: Many of the medical lessons learned during World 


War I had to be relearned under fire during World War II because of paucity of distri- 
bution of the World War I medical history. 


Lieutenant General Leonard D. Heaton, The Army Surgeon General, in an endeavor 


to prevent this costly relearning process, in the unhappy event of another war, has di- 
rected the preparation, publication, and distribution of the “History of the Medical 
Department, United States Army, in World War II”. General Heaton is particularly 
anxious that information of the existence and availability of this History be circulated 
widely among the profession, both military and civilian. 


Of the 48 volumes programmed for the series, 15 have been published and can be pur- 
chased at modest cost from The Superintendent of Documents, Government Printing 
Office, Washington 25, D.C. The set of 15 volumes may be purchased for $66.50 or in- 
dividual volumes can be obtained at remarkably low prices. Commanding officers of 
medical units may requisition copies for their Medical Units libraries by submitting DA 
Form 17 directly to The Historical Unit, U.S. Army Medical Service, Washington 12, 
D.C. ATTEN: Promotion Branch. 


DID YOU KNOW? The first blood bank in the United States was established in 1937. 
The most recent count shows nearly 2,500. 


On any one day, there are about 750,000 patients in our mental hospitals, which is 


as many as in all other hospitals combined. 


State mental hospitals over the nation spend an average of $4.06 a day per patient which 
covers food, shelter, supplies, doctors and other staff, while general hospitals spend $28.27 
a day per patient. 
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SELECTIVELY LOWERS 


LOMOTIL represents a major advance over the 
opium derivatives in controlling the propulsive 
hypermotility occurring in diarrhea. 

Precise quantitative pharmacologic studies dem- 
onstrate that Lomotil controls intestinal propulsion 
in approximately ‘41 the dosage of morphine and 
‘oo the dosage of atropine and that therapeutic 
doses of Lomotil produce few or none of the diffuse 
untoward effects of these agents. 

Clinical experience in 1,314 patients amply sup- 
ports these findings. Even in such a severe test of 
antidiarrheal. effectiveness as the colonic hyperac- 
tivity in patients with colectomy, Lomotil is effec- 
tive in significantly slowing the fecal stream. 

Whenever a paregoric-like action is indicated, 
Lomotil now offers positive antidiarrheal control 
... with safety and greater convenience. In addition, 


LOW DOSAGE EFFECTIVENESS 


LOMOTIL MORPHINE" ATROPINE 


EFFICACY AND SAFETY of Lomotjl are indicated by its low median effective 
dose. As measured by inhibition of charcoal propulsion in mice, Lomotil was 
effectiye in About 4; the dosage of morphine hydrochloride and in about ‘49 the 
dosage of atropine sulfate. 
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LOMOTIL 


PROPULSIVE MOTILITY 


as a nonrefillable prescription product, Lomotil 
offers the physician full control of his patients’ 
medication. 

PRECAUTION: While it is necessary to classify 
Lomotil as a narcotic, no instance of addiction has 
been encountered in patients taking therapeutic 
doses. The abuse liability of Lomotil is comparable 
with that or codeine. Patients have taken therapeu- 
tic doses of Lomotil daily for as long as 300 days 
without showing withdrawal symptoms, even when 
challenged with nalorphine. 

Recommended dosages should not be exceeded. 

DOSAGE: The recommended initial dosage for 
adults is two tablets (5 mg.) three or four times 
daily, reduced to meet the requirements of each 
patient as soon as the diarrhea is controlled. Main- 
tenance dosage may be as low as two tablets daily. 
Lomotil, brand of diphenoxylate hydrochloride 
with atropine sulfate, is supplied as unscored, un- 
coated white tablets of 2.5 mg., each containing 
0.025 mg. (‘4400 gr.) of atropine sulfate to dis- 
courage deliberate overdosage. 

Subject to Federai Narcotic Law. 


Descriptive literature and directions for use available 
in Physicians’ New Product Brochure No. 81 from 


6.0. SEARLE «co. 
P.O. Box 5110, Chicago 890, Illinois 
Research in the Service of Medicine 
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a graduate of an approved medical school, who has an internship of at least one year in an approved school. 


Gill Memorial Eye, Ear and Throat Hospital, Inc. 


Roanoke, Virginia 
STAFF 


Dr. Elbyrne G. Gill 
Dr. Houston L. Bell 
Dr. Ronald B. Harris 
Dr. Derwin K. Harmon 


RESIDENT STAFF 


Dr. J. R. Van Arsdall 
Dr. C. B. Foster 

Dr. D. H. Williams 
Dr. Scott W. Little 


Jean Swartz, M.S. 
(Biochemist) 


Bobbie Boyd Lubker, M.A. 
(Speech Therapist) 


A Modern Fireproof Hospital, Specially Designed 
and Equipped for the Medical and Surgical Care of 
Ophthalmology, Otolaryngology, Facio-Maxillary 
Surgery, Rhinoplastic Surgery, Bronchoscopy and 
Esophagoscopy. 


Complete Laboratory and X-Ray Equipment. 
Physicians and Graduate Nurses in Constant 
Attendance. 


The Hospital offers a three year residency in Ophthalmology and a three year residency in Otolaryngology to 


For further information, address: 


BUSINESS MANAGER, BOX 1789, ROANOKE, VIRGINIA 


——~ Third Decade of Nursing 


MRS. PLYLER’S 
NURSING HOME 


KATE E. PLYLER (1876-1947) MARY INGRAM CLARK (1884-1955) 
A private nursing home dedicated to the care of chronic, convalescent and aged 


| 


MRS. GENE CLARK REGIRER, Administrator 
1615 Grove Avenue, Richmond, Virginia, Telephone EL 9-3221 


Fire Protection by Grinnell Sprinkler System 
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Saint Albans Psychiatric Hospital 
RADFORD, VIRGINIA 


announces the opening of HILLSIDE, a new medical psychiatric 
facility for the resident care of selected male and female patients. 
HILLSIDE is a modern one-story structure with private and semi- 
private accommodations for twenty-four patients. The building 
is located on the grounds adjacent to the main hospital building 
with ample out-of-doors space. It is protected by an automatic fire 
sprinkler system. Medical, psychiatric and nursing services are 
provided by the hospital staff. A well-rounded recreational and 
occupational therapy program helps fill the “long hours” with 
individual and group activities. 


For rates and additional information, address: 


James P. King, M.D., Director, 
Saint Albans Psychiatric Hospital, 
Box 1172, Radford, Virginia 
Telephone—NEptune 9-2483 


| | ST. LUKE'S HOSPITAL 


McGUIRE CLINIC 


1000 West Grace Street 
Richmond, Virginia 


General Medicine - General Surgery Obstetrics 
HUNTER H. McGUIRE, Ww W. HUGHES | EVANS, M.D. 
MARGARET NOLTING, M.D. jaa W. H. COX, 
JOHN P. LYNCH, M.D. JOHN ROBERT MASSIE, ‘JR., M.D. 
jib con JOSEPH W. COXE III, M.D. Bronchoscopy 
ROBERT W. BEDINGER, M.D. Dental Surgery GEORGE AUSTIN WELCHONS, M.D. 
JOHN BELL WILLIAMS, D.D.S. 
JAMES T: TUCKER, M.D. Urology HENRY S. SPENCER, M.D. 
BEV EY B. CL M.D. STUART J. ENBERG, M.D. 
EARNEST B CARPENTER, M.D. CHAS. M. NELSON, M.D. 
JAMES B. DALTON, JR., M.D. AUSTIN I. DODSON, JR., M.D. Pathology 
J. H. SCHERER, M.D. 
Neurology Pediatrics JOHN L. THORNTON, M.D. 
RAYMOND A. ADAMS, M.D. HUBERT T. DOUGAN, M.D. 
Treasurer: RICHARD J. JONES, BS., Anesthesiology 
Free Parking for Patrons BEVERLY JONES, MD. 
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A private hospital for diagnosis and treatment of psychiatric and neuro- 
logical patients. Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


TUCKER HOSPITAL Inc. 


212 West Franklin Street 
Richmond, Virginia 


Dr. JAMES ASA SHIELD Dr. WEIR M. TUCKER 
Dr. GEORGE S. FULTZ Dr. AMELIA G. Woop 


ADDRESS: 


RICHMOND EAR, NOSE AND THROAT HOSPITAL 


RICHMOND EYE HOSPITAL 


(COMBINED) 
RICHMOND, VIRGINIA 


A new non-profit Community Hospital 
specially constructed for the treatment of 
Eye, Ear, Nose and Throat Diseases, includ- 
ing Laryngeal Surgery, Bronchoscopy and 
Plastic Surgery of the Nose. 


Professional care offered a tumited num- 
ber of charity patients. 


JULIA WAGNER WATERS, R.N., Administrator 408 North 12th Street 
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anatorium 


A private psychiatric hospital em- Staff P4UL V. ANDERSON, M.D., President 

REX BLANKINSHIP, M.D., Medical Director 
ploying modern diagnostic and treat- an 

JOHN R. SAUNDERS, M.D., Assistant 
ment procedures—electro shock, in- Medical Director 
sulin, psychotherapy, occupational THOMAS F. COATES, M.D., Associate 

: JAMES K. HALL, JR., M.D. Associate 
and recreational therapy—for nervous . 
ELIZABETH B. PARSONS, Clinical 

and mental disorders and problems of Psychologist 
addiction. R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request - P. O. Box 1514 - Phone EL 9-5701 


e Understanding Care e 


Your Patients Get the Skilled Care They Deserve 


Health Approved —Intermediate Care— Inspection Invited 


AGED e TERMINAL CASES e CHRONICALLY ILL 


@ Round the Clock Skilled Care Dial @ 67 Simmons Hospital Bed Capacity 
@ Highest Ethical Operating Standards @ Automatic Litter-Size Elevator 

R.N. Supervision and M.C.V. Extern Mitton 3-211] Rates Start From $60 Weekly 

@ Trained Dietitian @ Male Orderlies @ Private and Multiple Rooms—toilets 


Bernard Masian TERRACE HILL NURSING 


Sprinkler and ‘‘Atmo”’ System Equipped 
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Adequate Hospitalization 
for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 
available at White Cross Hospital meet a vital need. 


Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


It is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “legitimately” sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion. This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours. The White 


Cross Hospital is under the direction of a’compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 


A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 


All equipment modern with facilities to take 
care of 50 patients both male and female. 


Salem, Va. Hospital 


Approved and licensed by the Virginia State Hospital Board, Member Ameri- 
can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 
mountains of Virginia—conducive to rest, comfort and rehabilitation. 


For information phone or write for booklet 
Rates Reasonable 


Five miles west of Roanoke on route No. 11 
Salem, Virginia—Phone Salem 4761 


WHITE CROSS HOSPITAL 


Copyright 1955 H.N. Alford, Atlanta, Ga. 
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JOHNSTON-WILLIS 
HOSPITAL 


RICHMOND, VIRGINIA 


A MODERN GENERAL HOSPITAL 
PRIVATELY MANAGED 
SITUATED IN THE QUIET OF THE 
WEST END RESIDENTIAL SECTION 


CALIFORNIA 


ANNOUNCES 
An Eastern Interview Tour 
JANUARY 15-29, 1961 


for physicians interested in positions 
with California State Mental Health 
Programs; starting salaries $12,576 to 
$14,556. 


Representatives, with authority fo make 
definite appointments, will be in Wash- 
ington, D.C., New York and other cities. 


Write for information to: 


Medical Personnel Services 
STATE PERSONNEL BOARD 
801 Capitol Avenue 
Sacramento 14, California 


Medicine: 

MANFRED CALL, III, M.D. 

M. Morris Pinckney, M.D. 

ALEXANDER G. Brown, III, M.D. 

Joun D. Catt, M.D. 

WynpHAM B. BLantTon, Jr, M.D. 

FRANK M. Banton, M.D. 

Joun W. Powe Lt, M.D. 
Obstetrics and Gynecology: 

Wan. Durwoop Succes, M.D. 

Spotswoop Rosins, M.D. 

Davin C. Forrest, M.D. 

Josern C. Parker, M.D. 
Orthopedics: 

Bevertey B, Crary, M.D. 

James B. Darton, Jr., M.D. 
Pediatrics: 

P. MancuM, M.D. 
Epwarp G. Davis, Jr., M.D. 
Ophthalmology, Otolaryngology: 

W. L. Mason, M.D. 

J. WarreEN Montacue, M.D. 
Anesthesiology: 

WILLIAM B. Moncure, M.D. 

Hetu Owen, Jr., M.D. 


STUART CIRCLE HOSPITAL 


413-21 Sruart CIRCLE 
RICHMOND, VIRGINIA 


Surgery: 

A, STEPHENS GRAHAM, M.D. 

CuHartes R. Rosins, Jr., M.D. 

CARRINGTON WILLIAMS, M.D. 

RicHarp A. Micnaux, M.D. 

CARRINGTON WILLIAMS, JrR., M.D. 

ARMISTEAD M. WILLIAMS, M.D. 
Urological Surgery: 

FRANK Po te, M.D. 

J. Epwarp Hitt, M.D. 
Oral Surgery: 

Guy R. Harrison, D.D.S. 
Plastic Surgery: 

Hunter S. Jackson, M.D. 
Roentgenology and Radiology: 

Frep M. Hopces, M.D. 

L. O. Sneap, M.D. 

Hunter B. FriscuKkorn, Jr., M.D. 

WittraM C. Barr, M.D. 
Pathology: 

James B. Roserts, M.D. 
Physiotherapy: 

Miss ETHELEEN DALTON 
Director: 

Cuartes C, Houcu 
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ST. ELIZABETH’S HOSPITAL 


4 RICHMOND 20, VIRGINIA 


ESTABLISHED 1912 


Guy W. Horstey, M.D. AustTIN I. Dopson, Jr., M.D. Douctas G. CHAPMAN, M.D. 
General Surgery and Gynecology Urology Internal Meaicine 
James T. GiAnoutis, M.D. ELMER S. Ropertson, M.D. 
General Surgery and Gynecology J. Epwarp Hitt, M.D. sie Internal Medicine 
Jrology 
J. SHELTON Horsvey, II], M.D. W. Kye SmirTH, Jr., M.D. 
General Surgery and Gynecology Internal Medicine 


For the care of surgical, gynecological, urological and medical cases. 


Epwarp L. Harris, Administrator 


Appalachian Hall ag Asheville, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 
drug and alcohol habituation. 

Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 
laboratory facilities including electroencephalography and X-ray. | 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around 
climate for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 


Wm. Ray GnriFFIN, JR., M.D. MarK A. GriFFIN, SR., M.D. 
Ropert A. GRIFFIN, JRr., M.D. Mark A. GriFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, AsHeEVILLE, N. C. 
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Use of SARDO in 118 dermatological patients to relieve 
dry, itchy, scaly, fissured skin achieved these excellent 


results: 
CASES AFTER SARDO* 
Excellent Good Poor 

49 Senile skin 32 13 4 
26 Dry Skin in younger 

patients (diabetes, etc.) 14 11 1 
20 Atopic dermatitis 8 10 2 
13 Actinic changes 9 4 ~ 
10 Ichthyosis 3 4 3 
Skin Conditions Benefited No Benefit 
20 Nummular dermatitis 19 1 
10 Neurodermatitis 10 - 


SARDO acts!-2 to (A) lubricate and soften skin, (B) replenish natural 
emollient oil, (C) prevent excessive evaporation of essential moisture. 


SARDO releases millions of microfine water-miscible globules to pro- 
vide a soothing suspension which enhances the efficacy of your other 


therapy. 


SARDO is pleasant, convenient, easy to use; non-sticky, non-sensitiz- 


ing. Bottles of 4, 8 and 16 oz. 


for SAMPLES and complete reprint of Weissberg paper, please write... 


1. Weissberg, G.: 
Clin. Med., June 
1960. 


2. Spoor, H. J.: 
N. Y. St. J. Med., 
Oct. 15, 1958. 


*patent pending 
T.M. ©1960 


Sardeau, I; NC. 75 East 55th Street, New York 22, N. Y. 
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relief from 


for your patients with 
‘low back syndrome’ and 


other musculoskeletal disorders 


POTENT muscle relaxation 
EFFECTIVE pain relief 


SAFE for prolonged use 
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stiffness and pain 


gr atifyin 8 relief from stiffness pe pain 


in 106-patient controlled study 
(as reported in J.A.M.A., April 30, 1960) 


“Particularly gratifying was the drug’s [Soma’s] 
ability to relax muscular spasm, relieve pain, and 
restore normal movement... Its prompt action, 
ability to provide objective and subjective assist- 
ance, and freedom from undesirable effects rec- 
ommend it for use as a muscle relaxant and anal- 
gesic drug of great benefit in the conservative 
management of the ‘low back syndrome’.” 


Kestler, O.: Conservative Management of “Low Back Syndrome”, 


].A.M.A. 172: 2039 (April 30) 1960. 


FASTER IMPROVEMENT—79% complete or marked 
improvement in 7 days (Kestler) 


EASY TO USE—Usual adult dose is one 350 mg. tablet 
three times daily and at bedtime. 


SUPPLIED: 350 mg., white tablets, bottles of 50. 
For pediatric use, 250 mg., orange capsules, bottles of 50. 


Literature and samples on request. 


(CARISOPRODOL, WALLACE) 


i) WALLACE LABORATORIES, CRANBURY, NEW JERSEY 
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4 acetylsalicylic acid (300 mg.) and chlormezanone (50 mg.) Tablets 


Trancoprin 


Trancoprin 
interrupts 


the pain cycle | 
at 3 points 
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WOW SE EEE 


non-narcotic analgesic 


Trancoprin, a new analgesic, not only raises the pain perception threshold 
but, through its chlormezanone component, also relaxes skeletal muscle spasm'* 
and quiets the psyche.?*>” 


The effectiveness of Trancoprin has been demonstrated clinically* in a 
number of patients with a wide variety of painful disorders ranging from 
headache, dysmenorrhea and lumbago to arthritis and sciatica. In a series of 
862 patients,’ Trancoprin brought excellent or good relief of pain to 88 per cent 
of the group. In another series,’ Trancoprin was administered in an industrial 
dispensary to 61 patients with headache, bursitis, neuritis or arthritis. The 
excellent results obtained prompted the prediction that Trancoprin “.. . will 
prove a valuable and safe drug for the industrial physician.’”” 


Exceptionally Safe 
No serious side effects have been encountered with Trancoprin. Of 923 
patients treated with Trancoprin, only 22 (2.4 per cent) experienced any side 


effects. In every instance, these reactions, which included temporary gastric 
distress, weakness or sedation, were mild and easily reversed. 


Indications 


Trancoprin is recommended for more comprehensive control of the pain 
complex (pain —»tension—»spasm) in those disorders in which tension and 
spasm are complicating factors, such as: headaches, including tension head- 
aches / premenstrual tension and dysmenorrhea / low back pain, sciatica, 
lumbago / musculoskeletal pain associated with strains or sprains, myositis, 
fibrositis, bursitis, trauma, disc syndrome and myalgia / arthritis (rheumatoid 
or hypertrophic) / torticollis / neuralgia. 


Dosage 
The usual adult dosage is 2 Trancoprin tablets three or four times daily. 
The dosage for children from 5 to 12 years of age is 1 tablet three or four times 
daily. Trancoprin is so well tolerated that it may be taken on an empty stomach 


for quickest effect. The relief of symptoms is apparent in from fifteen to thirty 
minutes after administration and may last up to six hours or longer. 


How Supplied 


Each Trancoprin tablet contains 300 mg. (5 grains) of acetylsalicylic acid 
and 50 mg. of chlormezanone [Trancopal" brand]. Bottles of 100 and 1000. 


T rancoprin Tablets / non-narcotic analgesic 


References: 1. DeNyse, D. L.: M. Times 87:1512, Nov., 1959. 2. Ganz, S. E.: J. Indiana M. A. 52:1134, July, 1959. 
3. Gruenberg, Friedrich: Current Therap. Res. 2:1, Jan., 1960. 4. Kearney, R. D.: Current Therap. Res. 2:127, April, 
1960. 5. Lichtman, A. L.: Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. 6. Mullin, W. G., and Epifano, Leonard: Am. 
Pract. & Digest Treat. 10:1743, Oct., 1959. 7. Shanaphy, J. F.: Current Therap. Res. 1:59, Uct., 1959. 8. Collective 
Study, Department of Medical Research, Winthrop Laboratories. 9. Hergesheimer, L. H.: An evaluation of a i 

relaxant (Trancopal) alone and with aspirin (Trancoprin) in an industrial medical practice, to be submitted. 


(|{)uithnop LABORATORIES , New York 18, N. Y. 


Trancoprin and Trancopal (brand of chlormezanone) trademarks reg. U.S. Pat. Off. 
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Trim Size: 


No. of copies 100 200 250 
$8.30 $8.90 $9.20 
a 9.45 10.20 10.60 
a veges 19.85 21.70 22.65 
47.87 56:15 51.30 
OSS 77.90 82.65 85.05 
1G Pages ......- 95.74 100.30 102.60 
15.20 18.65 20.40 
Envelope—blank __ 2.80 5.60 7.00 
Envelope—printed _ 7.98 11.16 12.70 


Orders must be piaced 


11-13-15 North 14th Street 


PRICES F.O.B. 


REPRINT PRICES OF ARTICLES IN THE 
VIRGINIA MEDICAL MONTHLY 


8 x 11 inches 


500 750 1000 1500 2000 
$10.70 $12.20 $13.70 $16.70 $19.70 
12.45 14.35 16.20 ERIS 23.70 


tite 31.88 36.50 45.75 55.00 
57.00 62.70 68.40 79.80 91.20 
96.90 108.80 120.65 144.40 168.15 
114.00 125.40 136.80 159.60 182.40 


29.00 37.45 46.25 73:50 80.75 
14.00 21.00 28.00 42.00 56.00 
20.70 28.60 36.60 52.50 68.40 


RICHMOND, VA. 


before type is distributed. 


WILLIAMS PRINTING CO. 


Richmond 19, Virginia 


in very special cases 


very superior brandy... 


specify 


HENNESSY 


COGNAC BRANDY > 
84 Proof | Schieffelin & Co., New York 


— 


Marvin Pierce Rucker, M.D. 


His Selected Writings 


| Here, under one cover, are the pen 
profiles and floral eponyms which have 
become the hallmark of this beloved 
physician. 

Beautifully bound, this volume will 
be a welcome addition to any library— 
the perfect gift for that special occa- 


sion. 


the Johnston-Willis Hospitality Shop, 
Richmond, Virginia. 


Order your copies at $7.50 each from - 
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Rautrax-N lowers high blood pressure gently, 
gradually... protects against sharp fluctuations 
in the normal pressure swing. Rautrax-N com- 
bines Raudixin, the cornerstone of antihyperten- 
sive therapy, with Naturetin, the new, safer 
diuretic-antihypertensive agent. The comple- 
mentary action of the components permits a 
lower dose of each thus reducing the incidence 
of side effects. The result: Maximum effective- 
ness, minimal dosage, enhanced safety. Rautrax-N 
also contains potassium chloride — for added 
protection against possible potassium depletion 
during maintenance therapy. 
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Supply: Rautrax-N — capsule-shaped tablets — 
50 mg. Raudixin, 4 mg. Naturetin, and 400 mg. 
potassium chloride. Rautrax-N Modified — cap- 
sule-shaped tablets—50 mg. Raudixin, 2 mg. 
Naturetin, and 400 mg. potassium chloride. For 
complete information write Squibb, 745 Fifth 
Avenue, New York 22, N. Y. 


=|Rautrax-N 


Squibb Standardized Whole Root Rauwolfia Serpentina (Raudixin) 
and Benzydroflumethiazide (*Naturetin) with Potassium Chloride SQUIBB 


aauraax,® ano warunerin® ame squiee 


bb Quality—The 
Ingredient 
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A Merry 
| Christmas 
and a 


Happ 
‘New Na 


Tre Hotle tat Hospitality Bail 


THE RICHMOND THE KING CARTER 
In Richmond, Va. 


; THE CHAMBERLIN 
. Old Point Comfort, Fort Monroe, Va. 


é Pichmond Kills Incorporated 


The State Board of Medical 
Examiners of Virginia 


The next meeting of the Virginia Board of 
Medical Examiners will beheld at the’ Hotel 
Richmond, Richmond, Virginia, November 28, 
1960. The examinations will be held in the same 
hotel November 29th-December 2nd, inclusive. 

All applications and other documents pertain- 
ing to the examination or matters to.be dis- 
cussed by the Board must be on file in the Secre- 
tary’s office on or before November '5, 19C€0. The 
Secretary of the Board is Dr. R. M. Cox, 509 
Professional Building, Portsmouth, Virginia. 


It's your professional privilege 
to replenish your ranks... 


Give to 
medical education 
through AMEF 


American Medical 
Education Foundation 


535 N. Dearborn St., Chicago 10, Ill. 


For the 
Discriminating 


Eye Physician 


Depend on the Services of a 
Guild Optician 


Lynchburg, Virginia 


A. G. JEFFERSON 


Lo Ground Floor Allied Arts Bldg. 


Exclusively Opticai 


Every Virginia Doctor Should 
Have These Books! 


The history of medicine in the Old Common- 
wealth from Jamestown to the beginning of the 
present century is a work every doctor should be 
proud to own. Complete and intensely interesting. 


Medicine In Virginia 
By B. BLantTon, M.D. 


Published under Auspices of 
Medical Society of Virginia 


Reduced price to members of the 
Medical Society of Virginia 


3 Volumes for $5.00 
(formerly $9.75) 


Order through 


Medical Society of Virginia 
4205 Dover Road 
Richmond, Virginia 
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ANNOUNCING— 

SPECIFICALLY FOR 
INFECTIONS DUE TO 
“RESISTANT” STAPHYLOCOCCI 


AN ENTIRELY NEW SYNTHETIC 
“STAPH-CIDAL” PENICIL 


sodiu nethoxypheny! penicillin 
FOR INJECTION 


UNIQUE—BEGAUSE IT 
RETAINS ANTIBACTERIAL 
ACTIVITY IN THE PRESENCE OF 
STAPHYLOCOCCAL PENIGILLINASE 
WHICH INACTIVATES 
OTHER PENIGILLINS 


Bristol 
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OrriciAL PACKAGE CIRCULAR 
November, 1960 


STAPHCILLIN™ 


(sodium dimethoxyphenyl penicillin) 


CUT HERE FOR FILING 


For Injection 


DESCRIPTION 


STAPHCILLIN is a unique new synthetic parenteral penicillin produced 
by Bristol Laboratories for the specific treatment of staphylococcal 
infections due to resistant organisms. Its uniqueness resides in its 
property of resisting inactivation by staphylococcal penicillinase. It is 
active against strains of staphylococci which are resistant to other 
penicillins. 


| 


Each dry filled vial contains: 1 Gm. STAPHCILLIN (sodium dimethoxy- 
phenyl! penicillin), equivalent to 900 mg. dimethoxypheny| penicillin 
activity. 


INDICATIONS 


STAPHCILLIN is recommended as specific therapy only in infections 
due to strains of staphylococci resistant to other penicillins, e.g.: 


Skin and soft tissue infections: cellulitis, wound infections, car- 
buncles, pyoderma, furunculosis, lymphangitis and lymphadenitis. 


Respiratory infections: staphylococcal lobar or bronchopneumonia, 
and lung abscesses combined with indicated surgical treatment. 


Other infections: staphylococcal septicemia, bacteremia, acute or 
subacute endocarditis, acute osteomyelitis and enterocolitis. 


Infections due to penicillin-sensitive staphylococci, streptococci, pneu- 
mococci and gonococci should be treated with Syncillin® or parenteral 
penicillin G rather than STAPHCILLIN. Treponemal infections should 
be treated with parenteral penicillin G. 


DOSAGE AND ADMINISTRATION 


STAPHCILLIN is well tolerated when given by deep intragluteal or intra- 
venous injection. 


As is the case with other antibiotics, the duration of therapy should be 
determined by the clinical and bacteriological response of the patient. 
Therapy should be continued for at least 48 hours after the patient has 
become afebrile, asymptomatic and cultures are negative. The usual 
duration has been 5-7 days. 


Intramuscular route: The usual adult dose is 1 Gm. every 4 or 6 hours. 
Infants’ and children’s dosage is 25 mg. per Kg. (approximately 12 mg. 
per pound) every 6 hours. 


Intravenous route: 1 Gm. every 6 hours using 50 ml. of sterile saline 
solution at the rate of 10 ml. per minute. 


*Warning: Solutions of STAPHCILLIN and kanamycin should not be 
mixed, as they rapidly inactivate each other. Data on the results of 
mixing STAPHCILLIN with other antibiotics are being accumulated. 


DIRECTIONS FOR RECONSTITUTION 


Add 1.5 ml. sterile distilled water or normal saline to a 1 Gm. vial and 
shake vigorously, Withdraw the clear, reconstituted solution (2.0 ml.) 
into a syringe and inject. The reconstituted solution contains 500 mg. 
of STAPHCILLIN per ml. Reconstituted solutions are stable for 24 hours 
under refrigeration. 


For intravenous use, dilute the reconstituted dose in 50 ml. of sterile 
saline and inject at the rate of 10 ml. per minute. 


CUT HERE FOR FILING 


*This statement supersedes that in the Official Package Circulars dated September and/or October, 1960. 
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OrrictaL Packace Circutar (continued) 


MICROBIOLOGICAL AND PHARMACOLOGICAL 
PROPERTIES 


In vitro studies show that STAPHCILLIN is a bactericidal penicillin 
with activity against staphylococci resistant to penicillin G. Strains of 
staphylococci so far tested have been sensitive to STAPHCILLIN in vitro 
at concentrations of 1-6 mcg. per ml. These levels are readily attained 
in the blood and tissues by administration of STAPHCILLIN at the 
recommended dosage. This unique attribute is probably due to the 
fact that STAPHCILLIN is stable in the presence of staphylococcal peni- 
cillinase. STAPHCILLIN also resists degradation by B. cereus penicil- 
linase. The antomicrobial spectrum of STAPHCILLIN with regard to 
other microorganisms is qualitatively similar to that of penicillin G; 
but considerably higher concentrations of STAPHCILLIN are required 
for bactericidal activity than is the case with penicillin G. 


STAPHCILLIN is rapidly absorbed after intramuscular injection. Peak 
blood levels (6-10 meg./ml. on the average after a 1.0 Gm. dose) are 
attained within | hour; and then progressively decline to less than 
| meg. over a 4 to 6 hour period. It is poorly absorbed from the gastro- 
intestinal tract. STAPHCILLIN is rapidly excreted by the kidney. 


\s shown by animal studies, STAPHCILLIN is readily distributed in body 
tissues after intramuscular injection. Of the tissues studied, highest 
concentrations are reached in the kidney, liver, heart and lung in that 
order; the spleen and muscles show lower concentrations of the anti- 
biotic, STAPHCILLIN diffuses into human pleural and prostatic fluids, 
but its diffusion into the spinal fluid has not yet been completely 
studied. However, one patient with meningitis showed a significant 
concentration in his spinal fluid while on STAPHCILLIN therapy. 


Toxicity studies with STAPHCILLIN and penicillin G in animals show 
that they have approximately the same low order of toxicity. 


Certain staphylococci can be made resistant to STAPHCILLIN in the 
laboratory, but this resistance is not related to their penicillinase pro- 
duction. During the clinical trials, no STAPHCILLIN-resistant strains of 
staphy lococci were observed or developed ; the possibility of the emer- 
gence of such strains in the clinical setting awaits further observation. 


PRECAUTIONS 

During the clinical trials, several mild skin reactions, e.g., itching, 
papular eruption and erythema were observed both during and after 
discontinuance of STAPHCILLIN therapy. Patients with histories of hay 
lever, asthma, urticaria and previous sensitivity to penicillin are more 
likely to react adversely to the penicillins. It is important that the 
possibility of penicillin anaphylaxis be kept in mind. Epinephrine and 
the usual adjuvants (antihistamines, corticosteroids) should be avail- 
able for emergency treatment. Because of the resistance of STAPHCILLIN 
to destruction by penicillinase, parenteral B. cereus penicillinase may 
not be effective for the treatment of allergic reactions. Information 
with regard to cross-allergenicity between penicillin G, penicillin V, 
phenethicillin (Syncillin) and STAPHCILLIN is not available at present. 
If superinfection due to Gram-negative organisms or fungi occurs 
during STAPHCILLIN therapy, appropriate measures should be taken. 


SUPPLY 


List 79502 — 1.0 Gm. dry filled vial. 


BRISTOL LABORATORIES « SYRACUSE, NEW YORK 


Division of Bristol-Myers Company 
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In the presence of staphylococcal 
penicillinase, STAPHCILLIN remained active 
and retained its antibacterial action. 
By contrast. penicillin G was rapidly 


destroyed in the same period of time. 


(After Gourevitch et al.,to be published) 
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STAPHCILLIN 
PENICILLIN G 


Specifically for “resistant” staph... 
/ 


sodium dimethoxypheny] penicillin 


FOR INJECTION 


The failure of staphylococcal infections to respond to penicillin therapy. is attributed. to 


the penicillin-destroying enzyme, penicillinase, produced by the invading. staphylococcus: 


Unlike other penicillins: 


{ STAPHCILLIN is effective because it retains its antibacterial activity despite ‘the pres- 


ence of staphylococcal penicillinase. 


9 The clinical effectiveness of STAPHCILLIN has been confirmed by dramatic: results in 
a wide variety of infections due to “resistant” staphylococci, many: of which were. serious 


and life-threatening. 
Like other penicillins: 
STAPHCILLIN has no significant systemic toxicity. It is well tolerated locally, and 


pain or irritation at the injection site is comparable to that following the ‘injection of 


penicillin G. Jn occasional cases, typical penicillin reactions may be experienced. 


PROFESSIONAL INFORMATION SERVICE — The attached Official Package Circular provides com- 


plete information on the indications, dosage, and precautions for the use of STAPHCILLIN. If you desire 


additional information concerning clinical experiences with STapHciLitin, the Medical Department of 
Bristol Laboratories is at your service. You may direct your inquiries via collect telephone call to New York, 
PLaza 7-7061, or by mail to Medical Department, Bristol! Laboratories, 630 Fifth Ave., N. Y. 20, N.Y. 


BRISTOL LABORATORIES > SYRACUSE, NEW YORK 


Division of Bristol-Myers Company 
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SYNCILLIN 
ACUTE BRONCHITIS 


* 
250 ng. 6 days 


H.F. 45-year-old white female. First seen on 
Aug. 24, 1959 with acute bronchitis of 3 days' 
duration. Culture of the sputum revealed alpha 
hemolytic streptococci. A 250 mg. SYNCILLIN 
tablet was administered 3 times daily. Another 
sputum culture taken on Aug. 27 showed no growth. 
On Aug. 30, the patient appeared much improved 
and SYNCILLIN was discontinued. 7 


Recovery uneventful. 


war 
case summary = 
| 
FIRST SYNTHESIZED AND MADE AVAILABLE BY BRISTOL LABORATORIES 2s 
| -A dosage form to meet the individual requirements of patients of all ages in home, office,clinic,and hospital: fi 
| Syncillin Tablets—250 mg. (400,000 units) ... Syncillin Tablets 125 — 
Syncillin for Oral Solution — 60 ml. bottles — when reconstituted, 125 mg. (200,000 units) perSml. 
Syneillin Pediatric Drops —1.5 Gm. bottles. Calibrated dropper delivers 125 mg. (200,000 unis) 


Measured food, but not austere. Lemon juice salad dressing, 
bouillon, fruit ice add few carbohydrates, much appeal. 


The secret of a successful 


diabetic diet is acceptance 


Pleasing variety is possible in the diabetic’s diet. With few excep- 
tions, his menu can include satisfying amounts of most popular 
foods. Using exchange lists, imaginative meals can be planned that 
fit easily into your patient’s daily life, gaining his fullest acceptance 
and co-operation. 


Stews, chowders, soups, spaghetti and meat balls—many such 
tempting dishes can be adapted to a measured diet. Water-packed 
fruits, sugar-free preserves, sorbitol ice cream and other specialty 
foods replace forbidden sweets. Low-calorie wafers and raw vege- 
tables can be included for party nibbling. 


At 


iW: United States Brewers Foundation 
ae If you'd like reprints of this and 11 other different diet menus for your patients, 
write United States Brewers Foundation, 535 Fifth Avenue, N.Y. 17, N.Y. 


And with your approval, 
a glass of beer might be 
planned to add zest to 
your patient's diet. 
Carbohydrate, 9.4 Gm; Protein, 0.8 Gm; 


Fat, 0 Gm; Calories, 104/8 oz. glass 
(Average of American Beers) 
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Sun, Mon. Tue. Wed. Thur. Fri. Sat. 


Dosage: 2 Tablets B.1.D. (A.M. & P.M.) 


in premenstrual tension 


only 


treats the whole syndrome 


It was the introduction of neo Bromth several years ago that created such widespread 
interest in the premenstrual syndrome—because of neo Bromth’s specific ability 
to prevent the development of the condition in the first place. 

The action of neo Bromth is not limited merely to control of abnormal water retention, 
or of nervousness, or of pain—or any other single or several of the multiple 
manifestations characteristic of premenstrual tension. neo Bromth effectively controls 
the whole syndrome. 

neo Bromth is also completely free from the undesirable side effects associated with 
such limited-action therapy as cmmonium chloride, hormones, tranquilizers and potent 
diuretics. neo Bromth has continued to prove to be the safest—as well as the most 
effective—treatment for premenstrual tension. 

Each 80 mg. tablet contains 50 mg. Pamabrom, and 30 mg. pyrilamine maleate. 
Dosage is 2 tablets twice daily (morning and night) beginning 5 to 7 days before 
menstruation. Discontinue when the flow starts. 


e Chattanooga 9, Tennessee 
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Aplan 
that takes 
the struggle 


out 
saving 


Setting aside part of your money 
for savings isn’t easy these days. 
But there’s one sure way: save 
some of it before you get it. You 
simply ask the company where 
you work to set aside any amount 
you wish every payday for U.S. 
Savings Bonds. The Payroll Sav- 
ings Plan makes sure it goes into 
savings before you can dribble it 
away. And after you’re in the 
plan for a while, you don’t even 
miss the amount that’s been put 
away for you. 


You save without having to learn how! 


Savings pile up almost by themselves when you 
buy Bonds on the Payroll Savings Plan. 


NOW every Savings Bond you own —old 
or new —earns 44% more than ever before. 


WHY U.S. SAVINGS BONDS ARE SUCH A GOOD WAY TO SAVE 


You can save automatically with the Your money can’t be lost or stolen. 


Payroll Savings Plan. You can get your money, with inter- 


You now get 334% interest at ma- est, anytime you want it. 

turity. You save more than money, you help 
You invest without risk under U.S. Your Government pay for peace. 
Government guarantee. Buy Bonds where you work or bank. 


You save more than money with 
U.S. Savings Bonds 


The U.S. Government does not pay for this advertising. The Treasury 
Department thanks The Advertising Council and this magazine for their * 4 
patriotic donation. ae 
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benzthiazide 


A basic principle. of diuresis is that ‘‘increased urine 
volume and loss of body weight are proportional to 
and the osmotic consequences’ of loss of ions,””! 


Robins’ new NaClex is.a potent, oral, non-mercurial 
diuretic. that helps reducé edema through. the appli- 
cation of this fundamental: principle: It limits the 
reabsorption of sodium and chloride .in: the renal 
proximal tubules: (cezth-a relative: sparing: of potassium). 
The body’s homeostatic mechanism responds by. in- 
creasing. the excretion. of excess extracellular water. 
Thus the NaClex-induced removal of’salt leads:to-a 
reduction of edema. 


a unique chemical. structure 

NaClex (benzthiazide) is a:new molecule which pro- 
vides a *‘pronounced increase: in: diuretic 
over its antecedent: sulfonamide. compound. ..Com- 
pared tablet for tablet with current Oral diuretics, ‘it 
is unsurpassed in’ diuretic potency 
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a new diuretic 
with an 
unsurpassed 
faculty for 
salt excretion 


as salt goes, so goes edema 


twofold value 


NaClex produces diuresis, weight loss, and sympto- 
matic improvement in edema associated with various 
conditions. It also has antihypertensive properties 
and may be used alone in mild hypertension or with 
other antihypertensive drugs in severer cases. 


For complete dosage schedules, precautions, or other informa- 
tion about NaClex, please consult basic literature, package 
insert, or your local Robins representative, or write to the 
A. H. Robins Co., Inc. 


Supply: Yellow, scored 50 mg. tablets. 


References: \. Pitts, R. F 
R. V.,-Cur, Therap. Res., 


Am. J. Med., 24:745, 1958. 2. Ford, 
2:51, 1960. 


A.H. ROBINS COMPANY, INC. 
RICHMOND 20, VIRGINIA 
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A U. S. Senator recently said, “In investi- 
gating the pharmaceutical industry, we are 
investigating and inquiring into an industry 
that has won and which deserves public ap- 
proval and confidence... It has been my 
judgment that the hearings to which I have 
referred, so far have been prejudiced and di:- 
torted.” To paraphrase a political saying... 


Let’s Look At The Record 
Drug Prices 


on In relation to “real income,” drug prices have actually de- 
‘7 clined in recent years. At prevailing wages in 1929, it took 
ie 91 minutes of working time to pay for the average pre- 
scription. Only 86 minutes of labor paid for the average 
prescription in 1958. As one economist put it, “If the retail 
i prices of drugs had risen as much as the consumer price 
\\ index since 1939, it would cost the consumer at least an 
additional one billion dollars to buy the drug preparations 
“4 now consumed.” He goes on to compare the $19.02 per 
4a capita drug expenditure in 1958 with the $37.19 spent on 
| tobacco products and $53.72 for alcoholic beverages.eWhen 
J your patients inquire about the cost of medication, perhaps 
ae these facts will be helpful in explaining that today’s pre- 
a scription, averaging about $3.00,is a relatively modest 
investment in better This message is brought to you in behalf of the pro- 
health and a longer, 

more productive life. 


Association, 1411 K Street, N.W., Washington 5, D.C. 
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PREPARATION OF CONCEN 
TRATED SOLUTION FOR Offal 
CONTENTS 


PENICILLIN 
SODIUM CITRATE) 


CRYSTALLINE 
PENICILLIN G POTASSIUM 
BUFFERED TABLETS 


NA SWEETENFO WONTY 
LAVOR POWDER FOR RECON 


400,000 UNITS 
PER TABLET AUTION: PREDERAL LAW PROM!E 
CISPENSING PRE MPTION 
Suffered with Colcium Carbonote CISPENSING fF 


NO REFRIGERATION REQUIRED 


PHYSICIANS PRODUCTS 
COMPANY, INC. 


PETERTOURG 


PHYSICIANS PRODUCTS 
COMPANY. INC. 


K.P.G. — 400 


400,000 Units Potassium Penicillin 
1 G Buffered, in each yellow, scored 
tablet. 


HONEY-CILLIN ‘400° 


400,000 Units Buffered Penicillin G 
2 in each 5 cc. Honey-Cherry flavor. 
Red color. 60 cc. size bottles. 


TRIFONACIL—250 LIQUID 


Triple sulfas 0.5 Gm., Buffered Peni- 
cillin G, 250,000 units in each 
5 cc. Strawberry flavored, liquid. 


FOP PREPARATION OF CONCEN 
TRATED SCAUTION FOR 


CONTENTS 


PENICRLLIN POTASSION 

SODIUM CITRATE 
00.000 UNITS 

POWOER FOR 


CAUTION FEDERAL LAW PROWIAITS 
DISPENSING WITHOUT PRESCRIPTION 


ron PREPARATION OF ONCEN 
COMPANY, INC. 


PETERSOURG 


CONTENTS 


PHYSICIANS PRODUCTS 
COMPANY. INC 


PETERSOURG VIRGINIA 


HONEY-CILLIN ‘300° 


300,000 Units Buffered Penicillin G 
in each 5 cc. Honey flavor. Yellow 
color. 60 cc. size bottles. 


TRIFONACIL—250 TABLETS 


Triple sulfas 0.5 Gm., Buffered Peni- 
5 cillin G, 250,000 units in each 
scored, pink tablet. 


SAMPLES AND 
LITERATURE 

GLADLY SENT 
UPON REQUEST 
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Keep medical education on the march 


When your patient needs plasma, you make sure he gets it. Right now, the 
medical schools of our nation need the plasma of your financial aid—need 
it badly—to maintain our present high standards in medical education. 

Since the days of Hippocrates, who declared the obligation “‘. . . to share 
my substance with (the student) and relieve his necessities if required,” 
doctors have contributed of their substance to keep medical knowledge on 
the march. Today you can contribute most effectively by aiding our medical 
schools through gifts to AMEF. 

If others are to understand this need and offer help, the medical pro- 
i apr fession must take the lead in supporting the nation’s medical schools. Make 

i out your check to the AMEF today. Every cent of your gift will go to the 

oi school—or schools—of your choice. 


Give to the AMERICAN MeEpDIcAL EDUCATION FOUNDATION 
535 North Dearborn Street, Chicago 10, Illinois 
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UP-TO-DATE 
PRESCRIPTION DEPARTMENTS 


COMPLETELY STOCKED ‘ 
TO SERVE YOUR PATIENTS a fh 


We work closely with the pharmaceutical manufacturers to in- 
sure having the newest drugs in stock as soon as you prescribe 
them for vour patients. New drugs are received in our prescrip- 
tion departments at the rate of more than one a day. 

Our prescription inven- 
tories are carefully checked 
every month to eliminate old 
or outdated drugs from our 
stock for the protection of 
your patients. 
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SERVICE 


DRUG STORE 
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ALL OVER AMERICA! 


KENT with the MICRONITE FILTER 
SMOKED 
MORE SCIENTISTS and EDUCATORS 


than any other cigarette !* 


FIVE TOP BRANDS OF CIGARETTES 
SMOKED BY AMERICAN SCIENTISTS 4 


KENT 


HIS does not constitute a The rich pleasure of smoking 

professional endorsement Kent comes from the flavor 
of Kent. But these men, like of the world’s finest natural 
millions of other Kent smokers, tobaccos, and the free and 
smoke for pleasure, and choose easy draw of Kent’s famous 
their cigarette accordingly. Micronite Filter. 


If you would like the booklet, “The Story of Kent”, for your 
own use, write to: P. Lorillard Company—Research De- 
partment, 200 East 42nd Street, New York 17, New York. 


For good smoking taste, 
it makes good sense to smoke KENT 
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Results of» continuing study of cigarette preferences. conducted by O'Brien Sherwood Associates, NY NY 
PRODUCT OF P LORILLARD COMPANY - FIRST WITH THE FINEST CIGARETTES THROUGH LORILLARD RESEARCH © 1900, OB 
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R 
relieves pain, 
muscle spasm, 


nervous tension 
rapid action + non-narcotic « economical 


“We have found caffeine, used in combination with acetylsalicylic acid, acetophenetidin, 
and isobutylallylbarbituric acid, [Fiorinal] to be one of the most 
effective medicaments for the symptomatic treatment of headache due to tension.” 


Friedman, A. P., and Merritt, H. H.: J.A.M.A. 163:1111 (Mar. 30) 1957, 


Available: Fiorinal Tablets and .| contains: Sandoptal (Allylbarbituric Acid N.F. X) 
New: Form — Fiorinal Capsulés 50 mg. (3/4 gr.), caffeine 40 mg. (2/3 gr.), acetylsalicylic acid 
Orinal VapSules: |: 999 mg. (3 gr.), acetophenetidin 130 mg. (2 gr.). 
Dosage: 1 or 2 every four hours, according to need, up to 6 per day. 
SANDOZ 
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Diet Drugs? 


In the long term control of serum cholesterol, 
dietary therapy can achieve the objective in the manner most 
closely approximating physiological norm. 


of blood serum cholesterol. 


The long term control of elevated serum cholesterol through changes in the dietary 
pattern of the patient puts nature’s own process to work most effectively to achieve 
the objectives of treatment. Here are the beneficial features of dietary therapy: 

Offers a solution to the related problems of obesity. 

Involves little or no added expense to the patient. 

May be used with complete safety. 

Produces no adverse side effects. 

Preferable for the long-term management of a chronic condition. 


Brings about reduction of serum cholesterol through physiological 
processes, as yet not fully understood. 


Does not usually generate new compounds in the blood, 
thus helping the doctor make a more accurate analysis 


Elevated serum cholesterol has now been linked 
to an imbalance in the ratio of the type of fat 
in the diet. Reductions in cholesterol levels have 
been achieved repeatedly, both in medical re- 
search and practice, through the control of 
total calories and through the replacement of 


an appreciable percentage of saturated fat by 
poly-unsaturated vegetable oil. 

An important measure in achieving replace- 
ment is the consistent use of poly-unsaturated 
pure vegetable oil in food preparation in place 
of saturated fat. 


Poly-unsaturated Wesson is unsurpassed by any 
readily available brand, where a vegetable (salad) oil is medically 
recommended for a cholesterol depressant regimen. 


a 
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Wesson is poly-unsaturated .\. . never hydrogenated 


More acceptable to patients. Wesson is preferred 
for its supreme delicacy of flavor, increasing the 
palatability of food without adding flavor of its own. 


Uniformity you can depend on. Wesson has a poly- 

unsaturated content better than 50%. Only the 

lightest cottonseed oils of high iodine number are 

selected for Wesson, and no significant variations : 
are permitted in the 22 exacting specifications 4 
required before bottling. 


Economy. Wesson is consistently priced lower than 
the next largest seller. 


WESSON'S IMPORTANT CONSTITUENTS 
Wesson is 100% cottonseed oil... winterized and of selected quality 


Linoleic acid glycerides (poly-unsaturated)........... D0-55% 
Oleic acid glycerides (mono-unsaturated 16-20% 
Palmitic, stearic and myristic glycerides (saturated) 25-30% 
Phytosterol (Predominantly beta 
Total tocopherols ..0.09-0.12% 


Never hydrogenated—completely salt free 
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Ames Company, 
Appalachian Hal] __- 
Brayten ____-.. 

Burroughs Wellcome Co.__- 


California Personnel 


Davies, Rose & Company, Limited 


Desitin Chemical Co. 


Dyer, David A., Insurance___- 


Eli Lilly and Company 
Florida Citrus Commission 


Gill Memorial Eye, Ear and Throat Hospital, Inc 


A. 


Johnston-Willis Hospital - 
Jones and Vaughan___.____ 


Mayrand, Inc. 
Medicine in Virginia_____- 
Merck Sharp & Dohme. 
Parke, Davis & Company. 
Pharmaceutical Mfg. Assn. 
People’s Service Drug Stores 


Physician’s Products Co.____ 


Plyler’s Nursing Home, Mrs._ 
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When too many tasks 

seem to crowd 

the unyielding hours, 

a welcome 

“pause that refreshes” 

with ice-cold Coca-Cola 

often puts things 

into manageable order. 

REG US. PAT OFF. 
Richmond Eye Hospital—Richmend Ear, Nose and 
Throat Hespital ............. 44 

Richmond Hotels Incorporated-- 56 
Rucker, Marvin Pierce - 54 
Saint Albans _ 43 
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71 
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for the patient who is 


coughing his head off 


in upper respiratory infections 


HASACODE 


* Quiets the overactive cough reflex 
* Relieves aches and fever 

* Sedates the anxious patient 

* Handy tablet form 


COMPOSITION: Each tablet contains: 

Acetylsalicylic Acid... 2% grains 
Acetophenetidin (Phenacetin) 2% grains 
Phenobarbital % grain 
Codeine Phosphate Y% grain 
Hyoscyamus Alkaloids.............. .0337 mg. 


DOSE: One or two tablets every 3 or 4 hours, as 
required. Not more than 8 tablets should be taken 
in 24 hours. WARNING: may be habit forming. 


also HASACODE “STRONG” 


Same formula as HASACODE, but with % grain 
codeine phosphate. For use where relief of pain 
is the primary target. DOSE: As for HASACODE. 


And for relief of less severe 
type of respiratory infection: 
HASAMAL® 


Same formula as HASACODE, but without codeine 
phosphate. DOSE: As for HASACODE. 


SUPPLIED: All forms available in bottles of 100 
and 500 tablets. 


>» & COMPANY 
Richmond, Virginia 
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unhappily 
overweight? 


Controls food craving, keeps the reducer happy —!n obesity, ‘“‘our drug of choice has 
been methedrine . . . because it produces the same central effect with about one- 
half the dose required with plain amphetamine, because the effect is more pro- 
longed, and because undesirable peripheral effects are significantly minimized 
or entirely absent.’'' Literature available on request. 

Supplied: Tablets 5 mg., scored. Bottles of 100 and 1000. 

' Douglas, H. S.: West. J. Surg. 59:238 (May) 1951. 
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5 Fa BURROUGHS WELLCOME & CO. (U.S. A.) INC., Tuckahoe, New York j 
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e increases bile 


DECHOTYL stimulates -- 


the flow of bile — 
a natural bowel J 
regulator F 


DECHOTYL gently stimulates 
intestinal peristalsis 


softens feces 
DECHOTYL expedites fluid 
penetration into bowel contents 


e emulsifies fats 
DECHOTYL facilitates 
lipolysis — prevents 
inhibition of bowel motility 
by unsplit fats 


helps free your patient from both... 
constipation and laxatives 


TRABLETS® 


well tolerated...gentle transition to normal bowel function 


Recommended to help convert the patient—naturally and gradually —to healthy 
bowel habits. Regimens of one week or more are suggested to assure mainte- 
nance of normal rhythm and to avoid the repetition of either laxative abuse or 
constipation. 


Average adult dose: Two TRABLETS at bedtime as needed or as directed by a physician. 
Action usually is gradual, and some patients may need 1 or 2 TRABLETS 3 or 4 times daily. AM ES 

Contraindications: Biliary tract obstruction; acute hepatitis. Elkhart « Indiana 
DECHOTYL TRABLETS provide 200 mg. DECHOLIN,” (dehydrocholic acid, AMES), 50 mg. 
desoxycholic acid, and 50 mg. dioctyl sodium sulfosuccinate, in each trapezoid-shaped, 
yellow TRABLET. Bottles of 100. 


*AMES T.M. for trapezoid-shaped tablet. 84160 
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To improve your patients’ mood and 
to help them stick to their diets: 


® Spansule® capsules Each ‘Dexamyl’ Spansule sustained 
mms release capsule (No. 2) contains 

Tablets « Elixir ‘Dexedrine’ (brand of dextro ampheta- 
mine sulfate), 15 mg., and amobarbital, 


1% gr. Each 'Dexamyl’ Spansule capsule 
(No. 1) contains ‘Dexedrine’, 10 mg., and 
amobarbital, 1 gr. 


brand of dextro amphetamine and amobarbital 


To curb appetite and to restore energy when your Each ‘Dexedrine’ Spansule sustained 
release capsule contains dextro amphet- 
patient is listless and lethargic: 


amine sulfate, 5 mg., 10 mg., or 15 mg. 
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